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1.1 SCOPE OF THE DISSERTATION
Annually, around 210 million women become pregnant. Maternal health is not a marginal 
issue, but affects the lives of many women and families worldwide.1 It is key to sustainable 
development and the well-being of future generations. Maternal health is the health 
of a woman during the maternal period, including pregnancy (the antenatal period), 
childbirth and the postnatal period (up to 42 days after birth).1,2 Improving maternal health 
is a key priority for many governments. A renewed commitment to maternal health was 
made with the United Nations “Global Strategy for Women’s, Children’s and Adolescent’s 
Health (2016-2030)”.3 Furthermore, one of the targets of Sustainable Development Goal 
No. 3 (Good health and well-being) is to reduce maternal mortality, with other targets 
moving beyond survival and aiming to improve maternal health more generally.2 
Maternal health is often measured by maternal mortality, but there is a wider issue of 
maternal morbidity.4 In 2017, about 810 women died daily from mostly preventable 
causes related to pregnancy and childbirth.5 The global maternal mortality rate (MMR) 
in 2017 was estimated at 211 maternal deaths per 100,000 live births, a decline of 38% 
compared to 2000 when it was 324 per 100,000. On average, the global MMR is declining 
by 2.9% annually. At this scale of progress, however, the sustainable development goal 3, 
target 3.1, which aims to decrease the global MMR to less than 70 per 100,000 live births 
by 2030, will not be achieved.1c2
Maternal health and healthcare also affect and are directly related to new-born or neonatal 
health, which refers to a baby’s first month of life. Despite tremendous progress to reduce 
neonatal mortality by half between 1990 and 2018, it still amounts to 2.5 million deaths 
annually or 7000 deaths daily, and a rate of 1800 in 100,000 live births.2 The highest burden 
of both, maternal and new-born mortality, occurs in low-resource settings where health 
systems are weak and the broader context is challenging, such as in fragile states in Africa 
and South Asia with weak state capacity. There, the MMR is on average 415 per 100,000 
births, which is very high when compared to the average rate of 10 per 100,000 in the 
WHO European Region.1,2,5  The annual neonatal mortality rate in 2017 was highest in West 
and Central Africa, at 3020 deaths per 100,000 live births, and in South Asia, at 2690 per 
100,000 livebirths. This is more than 9 times higher than the rate in Western Europe (270 
per 100,000) and more than 4 times higher than in Eastern Europe and Central Asia (650 
per 100,000).6  However, there are large disparities in neonatal and MMR among countries 
in both developing and developed regions.5 In 2017, according to the Fragile States Index, 
15 countries were considered to be on “very high alert” or “high alert” because of being 
a fragile state (South Sudan, Somalia, the Central African Republic, Yemen, Syria, Sudan, 
the Democratic Republic of the Congo, Chad, Afghanistan, Iraq, Haiti, Guinea, Zimbabwe, 
Nigeria and Ethiopia), and these 15 countries had an MMR in 2017 ranging from 31 (Syria) 




Women die as a result of health complications during the maternal period. Most of 
these complications develop during pregnancy or from complications that already 
existed before but worsened during pregnancy.7 The immediate causes of maternal 
mortality and morbidity are increasingly diverse. The main complications that result in 
maternal deaths include: severe bleeding and infections during and after childbirth and 
high blood pressure during pregnancy.7  Most maternal deaths are avoidable, as the 
healthcare solutions to prevent or manage complications are well known.5  The number 
of maternal deaths also reflects inequities in access to health services, and highlights the 
gap between rich and poor groups within as well as between countries. Diverse maternal 
health needs require diverse maternal care services within the framework of universal 
health coverage.1 
Maternal care is the care women receive by maternal care providers (e.g. midwives, 
gynaecologists) during the antenatal, birth and postnatal period. Accessing appropriate 
maternal care provided by skilled and competent maternal care providers during the 
whole maternal period can save lives of women.2 In order to avoid poor maternal health 
outcomes, the World Health Organization (WHO) recommends a minimum of 8 antenatal 
care visits (during pregnancy) and 4 postnatal care visits (after birth).4,8 It is particularly 
important that all births are attended by a skilled provider as timely management and 
treatment can make the difference between life and death. Severe bleeding can kill a 
healthy woman within two hours, but this can be avoided if she is attended to in time. 
Infection after childbirth can be eliminated by early detection of infection signs and 
good hygienic practices. High blood pressure could be detected and appropriately 
managed before the onset of eclampsia.7  Following birth, the postnatal period, a time 
of 42 days following childbirth, is also a critical phase in the lives of women and new-
borns. Almost half of maternal and a third of neonatal deaths occur within the first 24 
hours after birth.4,6 
In all countries, the burden of maternal and neonatal deaths falls disproportionately on 
the most vulnerable groups of women.1  Poor women in remote areas are the least likely 
to receive adequate maternal care. This is especially true in low resource settings and 
for regions with a low number of skilled health professionals. Other factors that prevent 
women from receiving or seeking care during the maternal period include: poverty, 
geographical distance, lack of information, inadequate services and cultural practices.5 
In Europe, groups of women at higher risk of poor maternal health outcomes include 
adolescents, migrants, Roma and women with low socio-economic status or education 
level. These groups of women often do not seek or receive adequate antenatal care, and 
sometimes experience violence during pregnancy.9
Even though Europe is a minor contributor to the global maternal and neonatal mortality 




MMR point estimates in the WHO European Region in 2017 ranged from 2 per 100,000 
live births in Italy, Poland and Norway to 60 per 100,000 live births in Kyrgyzstan.2 When 
zooming in to Eastern Europe, there are also large disparities among the countries in this 
region. MMR in 2017 was estimated to be 10 per 100,000 live births in Bulgaria, while in 
Latvia, Romania, Moldova and Ukraine it was estimated at 19 per 100,000 and in Georgia 
at 25 per 100,000.2  Although Eastern European health system indicators (e.g. the 
number of health workers or coverage of the population with publicly funded maternal 
care) suggest quite well-resourced maternal care systems, maternal and neonatal health 
outcomes compare poorly with those in Western Europe.10 The numbers of maternal 
and neonatal deaths also reflect inequalities in access to quality health services and 
highlight the gap between rich and poor.5  System-level indicators, such as the number 
of health workers or public coverage of maternal care, only partly indicate access to 
maternal care. They do not capture other aspects that contribute to accessing care, such 
as the distribution of facilities and services, affordability, and acceptance. As it is of high 
importance for positive health outcomes to access adequate care, the appropriateness of 
care should also be evaluated.4,11 This dissertation focusses on assessing and identifying 
barriers to accessing adequate maternal care in Eastern Europe, which involves the care 
for women and children during pregnancy, childbirth and the postnatal period. The 
evidence on this matter in Eastern Europe is scattered to non-existent. 
1.2 MAIN CONCEPTS AND CONCEPTUAL MODEL
The key concept in this dissertation is access to adequate care. Adequate care means the 
extent to which care is safe, effective, timely, efficient, equitable and people-centred.12 
Access to care is a complex concept where five aspects require evaluation - availability, 
affordability, appropriateness, approachability and acceptability. If care is available and 
there is an adequate supply of services, then the opportunity to obtain healthcare exists. 
However, the extent to which a population gains access and utilises the services also 
depends on financial, organisational, social and cultural aspects. Services available must 
also be relevant, safe and effective if the population is to gain access to satisfactory 
health outcomes. Access to services has to be considered in the context of differing 
perspectives, health needs and material and cultural settings.13,14 
This dissertation evaluates access to adequate maternal care by considering five factors 
that contribute to it - availability, affordability, appropriateness, approachability and 
acceptability. Operationalization of these five main concepts that are used throughout 
the dissertation is necessary to provide better insights into access to maternal care in the 





Availability refers to the geographical location, distribution and number of healthcare 
facilities, their opening hours, as well as the services and providers that the service users 
(childbearing women in our case) can choose from.15 This means that access to maternal 
care could be limited in certain locations due to the unavailability of services because of 
a lack of healthcare providers, institutions or certain medical equipment. Availability can 
be impacted upon by spatial and temporal factors,16 such as the distance between the 
service user (in this case, the pregnant woman) and the healthcare facility, and the time 
spent waiting or traveling.17 
Appropriateness
Appropriateness reflects the technical and professional aspects of care and their 
adequacy, i.e. what services are provided and how they are provided.15 It also refers to 
the appropriateness of the facilities and their environmental aspects. Appropriateness 
of care entails clinical and social quality. It also refers to the absence of undertreatment 
and overtreatment, such as unnecessary C-section section (C-section), which is an 
example of inappropriate care.16 In maternal care, clinical quality refers to the quality 
of procedures and care delivered by health professionals, while social quality refers to 
facility maintenance, accommodation and environment.18 In order to improve health 
outcomes, healthcare must be of good quality: safe, effective, timely, efficient, equitable 
and people-centred. In 2016, the WHO published standards for improving the quality of 
maternal and new-born care, which place people at the centre of care by improving both 
the provision of and patients’ experience of healthcare. Provision of healthcare includes 
evidence-based practices for routine care and management of complications, actionable 
information systems and functioning referral systems, while experience of care includes 
effective communication, respect and preservation of dignity and emotional support. 
These factors, along with competent and motivated human resources, and essential 
physical resources, are a critical part of ensuring the quality of (maternal) care.19
Affordability
Affordability reflects the payments made by the care user, including various types of 
out-of-pocket (OOP) payments, but also indirect payments (e.g. travel costs) that make 
care less affordable and may limit access to it.15 Affordability barriers imply that even if 
care is available and appropriate, the childbearing woman might be unable to access it 
because she is unable to pay for it. OOP expenses can be classified as: formal (regulated 
by national legislation), quasi-formal (official charges set up by providers outside national 
regulation), informal (unofficial payments or gifts by the service user) and quasi-informal 
(e.g. medical products brought by the service user).20 All types of OOP payments can 





Approachability refers to the awareness of service availability among service users, as 
well as to the information distributed regarding available treatments and services.15 It 
also refers to the psychological dimension of access, which might be hindered by poor 
communication, resulting in social distance and mistrust, and even by discrimination on 
the side of healthcare staff.16 Thus, care could be available, appropriate and affordable, 
but pregnant women may not use it due to a lack of information or some psychological 
access barriers.17 
Acceptability
Acceptability is determined by cultural, traditional and health literacy factors that 
determine whether care is accepted by individuals, as well as whether and how often 
care will be demanded.15,23 Thus, care might be available, appropriate, affordable 
and approachable, but not acceptable due to cultural, traditional and health literacy 
aspects.24 Acceptability can also be influenced by the healthcare provider, such as when 
non-acceptance of pregnant women influences care-seeking behaviour and leads to 
unwillingness to seek care.25
Conceptual framework
Already in 1981, it has been proposed in the literature that access is a measure of the fit 
between characteristics of providers and health services on one hand and characteristics 
and expectations of clients on the other hand, and that this concept should be evaluated 
from five different perspectives.14  Over time, these five concepts have been re-evaluated 
and adjusted by various authors.14,15,26 They are widely used, as described by Levesque et al.15 
Figure 1.1 illustrates the operational definition of access to adequate maternal care 
applied in this dissertation. It is based on the framework proposed by Levesque et al.,15 
and the additional considerations outlined above.
1.3. MATERNAL CARE PROVISION IN EASTERN EUROPE
This dissertation includes a systematic overview on access to adequate maternal care 
in Eastern Europe. It then focusses on selected Eastern European countries where 
evidence on this topic is absent and MMR exceeds the average of the WHO European 
Region. These countries are: Bulgaria, Georgia, Latvia, Moldova, Romania and Ukraine. 
Maternal care in Bulgaria
Bulgaria has a public-private healthcare financing system that includes compulsory 
social health insurance contributions, taxes, OOP payments, voluntary health insurance 




in total health expenditure as a share of gross domestic product (GDP), the health 
system is still inappropriately funded. Professional mobility has resulted in a shortage of 
healthcare workers. This, combined with a shortage of equipment, inhibits the provision 
of good quality maternal care in case of complications.28 Maternal care in Bulgaria is 
under-researched. However, studies generally suggest major shortcomings related to 
efficiency, quality and equity in healthcare provision.29 For all insured women, maternal 
care during pregnancy, childbirth and the postnatal period in Bulgaria is free-of-charge 
when provided within the public sector and all women are entitled to freely choose 
their maternal care provider.19,27 However, women have reported paying informally for 
childbirth and being asked to bring pharmaceuticals, medical supplies, appliances, bed 
linen and food for their hospitalisation that should in fact be provided free of charge.30 
The private (maternal) healthcare sector in Bulgaria is also well developed, which allows 
maternal care provision to those willing and able to pay for the services. Childbirth in 
Bulgaria takes place in public and private hospitals.27 Neonatal mortality in Bulgaria is 
found to be higher in rural areas and the care in maternity wards does not correspond to 
international standards, especially regarding breastfeeding and psychological support, 

















Figure 1.1: Conceptual framework on access to adequate maternal care; based on Levesque et al.15 
 
1.3. Maternal care provision in Eastern Europe 
This dissert tion includ s a systematic overview on access to adequat  maternal care in Central and Eastern 
Europe. It then focusses on selected Eastern European countries where evidence on this topic is absent and 
MMR exceeds the average of the WHO European Region. These countries are: Bulgaria, Georgia, Latvia, 
Moldova, Romania and Ukraine.  
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Maternal care in Georgia
Maternal mortality in Georgia is among the highest in Europe. Maternal care in this 
country is rather complex and fragmented. Maternal care services are provided by an 
obstetrician/gynaecologist in women’s consultation centres and maternal houses, which 
in more than 95% of cases are private. In Georgia, in 2016, about 20% of women did not 
even receive four antenatal care visits, while, as mentioned above, the WHO currently 
recommends 8 antenatal care visits for positive health outcomes.31 Furthermore, only 
86% of rural women compared to 93% of urban women seek their first maternal care 
visit before 12 weeks of pregnancy. Postpartum care in Georgia is largely non-existent 
and is also not funded by state programs.32 While nearly all women in Georgia give birth 
in healthcare institutions (99% in 2016), the adequacy of timely detecting pregnancy-
related health risks is underexplored.31 Perinatal healthcare centres, especially those in 
rural areas, lack resources to deal with complications and often do not (timely) refer 
women to higher levels of care.31 Maternal care quality is also affected by the absence 
of mandatory continuous professional development and quality controls in private 
medical facilities, which results in quality-of-care differences between providers. 
Accessing adequate maternal care in Georgia can be expensive as private maternal care 
providers can freely set the price for the services they provide.33,34 This is particularly 
problematic since only four antenatal care visits are covered publicly and all medical 
tests, medications and additional child-birth costs women need to cover OOP. State 
programs do not effectively protect women from this financial risk, as only cases with 
serious complications receive financial support. 32,33,34
Maternal care in Latvia
Maternal mortality in Latvia is among the highest in the European Union (EU) and 
maternal health has been declared a national priority. Women are entitled to free-of-
charge maternal care services delivered by providers working in the public system or 
by private providers who have been contracted by the National Health System. Latvia 
applies the “money follows the pregnant woman” principle, where providers working 
with public funds are reimbursed on a fee-for-service basis against a price set at the 
national level. There are no restrictions on the volume of service provision; it is up to 
the healthcare provider to determine it. Due to these measures, women in Latvia should 
be protected from experiencing financial hardship to cover the cost of maternal care 
services.35 Women are free to choose their provider within and outside the publicly funded 
system. Maternal care in Latvia is mainly provided by a gynaecologist/obstetrician while 
midwives play an important role by attending women during birth, which mainly takes 
place in hospitals and maternity houses. All providers of maternal care are bound to meet 
minimum standards, which are determined by the Cabinet of Ministers Regulation No. 
611. These standards include requirements for antenatal care, childbirth and postnatal 
care. For extra services within the public sector (e.g. a family room at the birth facility) 




cover the OOP payments or cover the costs by voluntary insurance.  Birth facilities in 
Latvia must perform at least 200 births a year, which is low when compared to the 
700 recommended by WHO.5,35 The health system in Latvia, including the maternal care 
sector, faces challenges. The lack of resources and geographical inequalities limit access 
to maternal care.36 More than half of maternal deaths have been linked to limited or 
lacking use of maternal care.37 Additional challenges for the maternal care sector are the 
burden of infectious diseases, such as HIV/AIDS, Hepatitis C and syphilis, which increase 
the risk of poor health outcomes.38
Maternal care in Moldova
Since the country’s independence in 1991, Moldova’s health system has gone through a 
transition and in 2004, Moldova established a Mandatory Health Insurance (MHI) system. 
However, in 2015, almost 15% of the population remained uninsured.39 Maternal care in 
Moldova is organized at three levels and involves public and private providers.  All women 
can freely choose their maternal care providers and are entitled to free-of-charge 
services provided in the public sector.40 However, not all women are benefiting from 
these services, as 38% of all maternal deaths are due to the absence of antenatal care 
and 17.2% of them involve homebirths without the presence of a skilled birth attendant.41 
Furthermore, informal payments are common. More than half of women pay informal 
payments for maternal care services, and part of these payments are required by the 
healthcare provider.42 Around 40% of the economically active population in Moldova is 
working abroad, which results in a shortage of healthcare workers, especially in suburban 
areas. Healthcare institutions are also characterized by a shortage of and outdated 
medical equipment. Furthermore, the challenging transportation infrastructure in 
Moldova imposes an additional strain to accessing care for women living in rural areas43. 
Some pregnant women in Moldova, especially those living in rural areas, lack health 
literacy with regards to maternal health.44 The maternal care system insufficiencies raise 
concerns about access to adequate maternal care in Moldova.45,46 
Maternal care in Romania
Since the revolution of 1989, the Romanian health system has gone through major 
changes.  Even though health insurance is mandatory, 14% of the population is uninsured 
(these are mostly agriculture workers, unofficially employed and non-registered 
unemployed people).47 In 2014, Romania had the lowest healthcare expenditure in the EU 
(5.6% of GDP). However, over 80% of total healthcare expenditure was publicly funded, a 
high percentage when considering the country’s low total public expenditure. Healthcare 
services in Romania are fragmented and the different levels of care are inadequately 
developed.47 Romania also faces a shortage of health workers and inadequacies in 
inpatient and outpatient care.48  Maternal and infant mortality in Romania are among 
the highest in the WHO European Region.47 Maternal care in Romania is organized at 




exempted from maternal care fees in the public sector.48 Women opting for maternal 
care in the private sector have to pay for the services OOP or through private insurance 
schemes.18 Services such as elective C-sections and home births are covered by the state 
social insurance funds, while antenatal care, childbirth and postnatal care are covered 
by the state fund.47 Nevertheless, an alarming 78% of women in Romania are receiving 
inadequate antenatal care (initiation of care after the 4th month of pregnancy or less 
than 50% of recommended visits).18 Reports show that more than 50% of women in 
Romania who die during the maternal period do so as a consequence of having received 
insufficient antenatal care.10
Maternal care in Ukraine
Despite recent improvements, maternal mortality remains relatively high in Ukraine and 
maternal health continues to be a national priority. Antenatal services are mostly provided 
at specialized outpatient clinics by a gynaecologist/obstetrician. During the antenatal 
period, women receive a record book, which is their patient file. This book contains 
information about their assigned place of childbirth.5,49 Childbirth occurs in secondary 
care centres and tertiary care perinatal centres. Mothers are on average discharged 
within 3 days in case of a vaginal birth and within 5-7 days in case of a C-section. Similar 
to the entire healthcare sector in Ukraine, maternal care suffers from insufficient funding, 
which results in low quality and poor access to adequate care.21 Women carefully 
choose their obstetrician and either agree beforehand about paying informally or reach 
another informal agreement. The bargaining process about care and payment between 
a pregnant woman (including her partner) and the obstetrician is an important part of 
the pre-childbirth arrangement. The informal payments in the Ukrainian healthcare 
sector and the overall lack of resources for healthcare raise concerns about both the 
affordability and appropriateness of care, including maternal care.21 The government 
of Ukraine acknowledges these shortcomings. In 2015, a Strategic Advisory Group was 
established to reform the health system. Inpatient financing reform was designed in 
2016 – 2019 and was launched in April 2020.5,50 
1.4. DISSERTATION RELEVANCE, APPROACH, AIM AND 
RESEARCH QUESTIONS
Since the collapse of communist regimes, Eastern European countries have been 
experiencing a transition in their healthcare sectors. Even though starting at a similar 
point at that time, each country has progressed at a different pace and direction with 
regards to changes in the health system, but also with respect to the broader socio-
economic circumstances. These countries have struggled economically and have also 
faced health system challenges in the financing and provision of care.27,33,36,45,47,49,51,52 This 




is an indicator of socio-economic circumstances and the functioning of a country’s 
health system. More specifically, it reflects inequalities in access to good quality health 
services and highlights the gap between rich and poor. As maternal health in Eastern 
Europe is a concern, it is often a national priority. Even though it is an important subject 
in the European context that stands high on the policy agenda, there has been little 
research focusing on this subject and no studies specifically exploring the level of 
access to adequate maternal care in this region.53 This dissertation helps to start filling 
this gap by identifying barriers to access to adequate maternal care services in the 
Eastern European region. It generates new empirical evidence and understanding of the 
existing barriers to accessing adequate maternal care services by exploring views from 
multiple stakeholders and several countries. To obtain more comprehensive evidence, 
this dissertation employs a broad perspective on access by evaluating five aspects that 
contribute to accessing adequate care – availability, appropriateness, affordability, 
approachability and acceptability, defined at the outset of this Chapter. 
One of the specific gaps that this dissertation attempts to fill, is the lack of synthesized 
empirical evidence on access to adequate maternal care in Eastern Europe. Thus, a 
systematic review technique was employed to map out and synthesize the evidence 
available in the literature on this subject. This also identified gaps in the evidence among 
the countries in this region. 
In addition to the region-wide overview based on a systematic review, this dissertation 
includes single and cross-country studies of EU and non-EU Eastern European countries 
where maternal health outcomes are poorer. Thus, the next contribution of this 
dissertation is to generate evidence to highlight and provide knowledge and insights 
into existing barriers to accessing adequate maternal care in Eastern Europe. 
There is also a gap in understanding stakeholders’ experiences regarding the current 
situation on access to adequate maternal care in Eastern Europe. Successful public 
health interventions require taking account of the views of relevant stakeholders. 
However, little is known about the lived experiences of women themselves and other 
stakeholders with regard to accessing adequate maternal care in these countries. Thus, 
an important contribution of this dissertation is filling this specific gap in the literature. 
This is done through studies in Georgia, Latvia, Bulgaria, Moldova, Romania and Ukraine. 
The dissertation triangulates the stakeholders’ experiences and views on access to 
adequate maternal care, which provides a more comprehensive picture on this subject 
matter. 
Consequently, the dissertation provides insights into the various barriers that exist to 
accessing adequate maternal care in Eastern European countries. The findings of these 




similarities in political and health systems. The dissertation has societal relevance, as it 
is directed to the protection of mothers and their households from barriers accessing 
maternal care and the related poor health outcomes. 
The study findings are of interest because of the poorer maternal health outcomes in 
Eastern Europe when compared to its Western counterparts, coupled with a lack of 
information on access to adequate care and care-seeking behaviour in this region. The 
identified barriers provide policy makers and other relevant stakeholders with tools to 
further improve maternal health outcomes by addressing the barriers that limit access to 
and provision of adequate maternal care. The appropriate policy measures will not only 
enhance access to and adequacy of maternal care services, but it will also increase care 
satisfaction among women and will improve care-seeking behaviour in return. 
Specifically, this dissertation aims to increase our knowledge and understanding of 
the factors that contribute to barriers in accessing adequate maternal care in Eastern 
Europe. In view of this research aim, the central research question of the dissertation 
is: What are the barriers to accessing adequate maternal care in Eastern Europe? As 
explained earlier, access to care is a complex concept. Besides the availability of services, 
the services must also be relevant, safe and effective, if the population is to gain access 
to satisfactory health outcomes. Therefore, in order to answer the central research 
question, this dissertation formulates several sub-questions to evaluate five aspects of 
access - availability, affordability, appropriateness, approachability and acceptability, as 
defined in the conceptual framework (see Figure 1.1). 
First of all, there is a need to know how available adequate maternal care in terms of time 
and spatial aspects is in Eastern Europe. Thus, the first sub-question is: What are the 
barriers related to the availability of adequate maternal care in Eastern Europe?  
Second, the available services cannot be accessed if they are not affordable, thus, there 
is a need to know how affordable maternal care services are. For this reason, the second 
sub-question is: What are the barriers related to the affordability of adequate maternal 
care in Eastern Europe? 
Third, besides availability and affordability, for maternal care services to be adequate 
they also need to be appropriate. Therefore, we need to identify how appropriate the 
equipment, facilities and provider skills are. Thus, the third sub-question is: What are the 
barriers related to the appropriateness of maternal care in Eastern Europe? 
Furthermore, care-seeking behaviour is also affected by the way the healthcare user 
is approached and we therefore need to know how women are approached and 




What are the barriers related to the approachability of maternal care in Eastern Europe? 
Finally, access to maternal care services and care-seeking behaviour also depends on 
cultural, traditional and (health) literacy factors that affect acceptance of maternal care 
service use. For this reason, it is important to ask the fifth sub-question: What are the 
barriers related to the acceptability of maternal care in Eastern Europe? 
All five sub-questions are addressed by the first four studies of this dissertation (Chapters 
2-5). First, they are addressed by systematically reviewing the literature discussing 
these five aspects of access to maternal care in Central and Eastern Europe. Further, 
a qualitative study in Georgia employs interviews with various decision makers and 
maternal care providers, and discusses in focus groups with mothers how accessible 
adequate maternal care is in Georgia. A mixed method study in Latvia also explores the 
five aspects of access to adequate maternal care by interviewing the relevant decision 
makers and maternal care providers. In the same study in Latvia and in a quantitative 
cross-country study in Bulgaria, Moldova and Romania, online questionnaires were 
completed by women to explore their experience with access to adequate maternal 
care in these countries. Finally, the sub-questions on affordability and appropriateness 
of maternal care are further addressed in Chapter 6 of this dissertation. In this Chapter, 
the experience of inpatient material care users and inpatient non-maternal care users 
with care affordability and appropriateness in Ukrainian hospitals are compared. 
1.5. OUTLINE OF THE DISSERTATION
This dissertation consists of seven Chapters. This introduction is followed by five 
Chapters that contribute to answering the central research question. 
Chapter 2 presents a systematic literature review, which analyses the literature on the 
barriers to accessing adequate maternal care in Eastern European countries in terms of 
all five aspects of access - availability, affordability, appropriateness, approachability and 
acceptability. It systematically reviews the empirical evidence on this topic from 2004 
to 2016. 
Chapter 3 is based on a single country qualitative study that presents the views of mothers, 
decision makers and healthcare providers on access to adequate maternal care in Georgia 
by evaluating the five aspects of access to maternal care - availability, affordability, 
appropriateness, approachability and acceptability. This is done by exploring the lived 
experiences of women and opinions of decision makers and maternal care providers 
regarding access to adequate maternal care in Georgia. Women share their experiences 




maternal care providers unfold their views through semi-structured interviews in both, 
English and Georgian language.  Data are analysed by means of directed qualitative 
content analysis.
In Chapter 4, another single country study is presented, exploring the situation in Latvia. 
This was a mixed method study where women, through an online survey containing open-
ended and closed questions, and decision makers and healthcare providers, through in-
depth interviews, identify barriers to accessing adequate maternal care in Latvia with 
respect to all five aspects - availability, affordability, appropriateness, approachability and 
acceptability. Data are collected in Latvian language and analysed using the method of 
directed qualitative content analysis. 
Chapter 5 entails a cross-country quantitative study where women in Romania, Bulgaria 
and Moldova, by participating in an online survey, share their experience with maternal 
care received in the three countries in terms of availability, affordability, appropriateness, 
approachability and acceptability of care. Survey data are collected through social media 
platform Facebook “mommy” groups in the respective country languages. Regression 
analysis in SPSS© is used to identify factors associated with accessing maternal care 
across the three countries.
Chapter 6 presents a quantitative study based on a secondary data analysis using three 
waves of household surveys in Ukraine in 2016-2018. It outlines the affordability and 
appropriateness of inpatient maternal care in Ukraine as experienced by maternal 
inpatient care users (cases) when compared to the experiences of non-maternal inpatient 
care users (controls). Matching methods were used to make the two groups comparable 
and the average treatment effect on the treated calculated in STATA© to determine the 
differences in the affordability and appropriateness of inpatient care between the cases 
and controls.
Chapter 7 is the final Chapter, which concludes the dissertation with a summary and 
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Maternal health outcomes in Eastern Europe compare unfavourably with those in 
Western Europe, despite macro-indicators that suggest well-designed maternal care 
systems. However, macro-indicators at the system level only capture capacity, funding 
and utilisation of care and not the actual allocation of financial and human resources, 
the quality of care and access to it. It is these latter aspects, which are problematic in the 
Eastern Europe region. In this study service-related indicators of access to maternal care 
in Eastern Europe are examined. These include availability, appropriateness, affordability, 
approachability and acceptability of maternal care. 
Methods
This study uses a qualitative systematic literature review, analysing information of peer-
reviewed articles published since 2004. Other inclusion criteria included language, 
setting and publication purpose. The included articles were analysed using a framework 
analysis technique and quality was assessed using standardized evaluation checklists. 
Results
Results indicate improvements in maternal care. However, availability of care is 
limited by outdated equipment and training curricula, and the lack of professionals 
and pharmaceuticals. Geographical distance to healthcare institutions, inappropriate 
communication of providers and waiting times are the main approachability barriers. 
Some mothers are unaware of the importance of care or are discouraged to utilize 
healthcare services because of cultural aspects. Finally, a major barrier in accessing 
maternal care in Eastern Europe is the inability to pay for it.
Conclusions
Our findings indicate that major gaps in evidence exist and that more representative and 
better quality data should be collected. Governments in Eastern European countries need 
to establish a reliable system for measuring and monitoring a suitable set of indicators, 
as well as deal with the general social and economic problem of informality. Medical 
curricula in the Eastern European region need to be overhauled and there should be a 
focus on improving the allocation of medical staff and institutions as well as protecting 
vulnerable population groups to ensure universal access to care.
27
BARRIERS TO ACCESSING ADEQUATE MATERNAL CARE IN EASTERN EUROPEAN COUNTRIES
2
2.1. INTRODUCTION 
The MMR in the WHO European Region compares favourably with that in other parts of 
the world, such as South-East Asia and Africa (18 versus 190 and 500 maternal deaths 
per 100,000 live births respectively, estimates for 2013).54 This aggregated indicator 
however masks substantial disparities across the European countries and hides the 
relatively high rates in Eastern European countries.10,55 In Albania, Armenia and Georgia, 
the MMR estimates for 2013 amount to 30-40 maternal deaths per 100,000 live births.54 
Within the EU, the MMR in countries such as Hungary, Latvia and Romania, is about 2-4 
times higher than the EU average (estimated to be 8 maternal deaths per 100,000 live 
births in 2013).54 A higher MMR not only indicates the more frequent occurrence of a 
tragic event but also suggests shortcomings in the maternal care system.54,56,57
Despite the higher maternal mortality in much of the Eastern European region compared 
with Western Europe, many macro-indicators of maternal healthcare are similar and 
seem to suggest that maternal care systems in Eastern European countries are well-
resourced. Macro-level indicators provide a broad picture of health through aggregate 
measures that are useful in monitoring health trends and inequalities.58 Eastern European 
countries score well on macro-indicators such as coverage of prenatal care (more than 
95% of pregnant women having at least one visit to a prenatal care provider), presence 
of a skilled attendant at birth (virtually always) and adequate availability of emergency 
obstetric care (on average 4 facilities per 500,000 inhabitants).10,55 Eastern European 
countries also spend more on health care than many low-income countries elsewhere in 
the world. The contradiction between the relatively high MMR and seemingly favourable 
health system indicators in the Eastern European region is not surprising since the above 
indicators only enumerate capacity, funding and utilisation of maternal care, but provide 
no information on the quality of care and the barriers to access, which have been 
identified as major problems in Eastern European countries.10 
Another drawback of the macro-indicators in the Eastern European region concerns 
misreported or underreported data.10,59 Owing to this, the real situation in the Eastern 
European maternal care systems cannot be fully understood if only macro-indicators 
are taken into account. The use of micro-level indicators of service quality and access 
is needed in addition to macro-level indicators for a comprehensive assessment of 
healthcare provision, not only in the Eastern European region but also worldwide.60-62
This Chapter analyses the barriers to accessing adequate maternal care in Eastern 
European countries. For this purpose, it systematically reviews the empirical evidence 
on this topic from 2004 to 2016. Following the framework of Levesque et al. (2013), we 




- availability, which reflects the geographical location, distribution and number of 
healthcare service points, opening hours, services or providers that the patients can 
choose from;
- appropriateness, which refers to the technical and professional aspects of care and 
their adequacy, i.e. what services are provided and how they are provided;
- affordability, which refers to patient payments, including various types of OOP 
payments, but also indirect payments that make care less affordable and limit access 
to services; 
- approachability, which reflects the awareness of service availability, transparency 
and information regarding available treatments and services; 
- acceptability, which refers to cultural, traditional and informational aspects that 
determine whether institutionalized care is accepted by individuals, as well as whether 
and how often the care being available, accessible and affordable will be demanded.
We systematically searched for empirical studies on maternal care in Eastern European 
countries that cover at least one of the above aspects of access. The countries selected 
for this review are the countries of the WHO European region located in Eastern Europe, 
but excluding the Central Asian countries because of their specific organisation and 
outcomes in maternal care. Thus, the review includes Albania, Armenia, Azerbaijan, 
Belarus, Bosnia and Herzegovina, Bulgaria, Croatia, the Czech Republic, Estonia, 
Georgia, Hungary, Latvia, Lithuania, Kosovo, Macedonia, Moldova, Montenegro, Poland, 
the Russian Federation, Serbia, Slovakia, Slovenia and Ukraine. The five aspects of 
access are used as themes according to which we extracted and classified relevant 
information from the publications included in the review. Thus, the study provides 
evidence to understand the shortcomings in Eastern European maternal care systems 
and in particular the barriers to access that exist in this region. This topic has not 
been addressed in a systematic literature review before. It also identifies gaps in our 
knowledge on maternity care in the Eastern European region. Finally, the review might 
help in defining access-related indicators for the assessment of maternal care provision 
not only in Eastern European countries but also in other parts of the world.
2.2. METHODS 
This study applied the method of a qualitative systematic literature review to outline 
the evidence on access to maternal care in Eastern European countries. By identifying 
and synthesizing the available evidence based on the framework outlined above, this 
study design allowed us to gain in-depth insights into the complex problem of accessing 
adequate maternal care in Eastern European countries and to outline research gaps in 
the field.
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For the selection of relevant publications, a systematic approach was followed. The 
literature was initially searched in May 2014 using five databases/search engines, starting 
with PubMed and being expanded to EBSCO HOST (CINAHL plus), Global Health, Popline, 
and EMBASE, in order to assure that all relevant articles were identified covering a time 
period of the preceding 10 years (2004-2014). The search was repeated in January 2016 
to check for new articles published in 2014-2016.
The main keywords that were used for the article search were: maternal care, access, 
and Eastern Europe. These keywords were chosen as they were in line with the main 
concepts of the research objective. These keywords were used in different variations 
and combinations. Various keywords chains were tested to identify the one that gave the 
most effective results (with a low number of irrelevant publications). The final keywords 
chain used in the systematic literature search in 2014 in PubMed with titles/abstracts filter 
was as follows:
(((((“Maternal Health Services”[Mesh]) OR *natal OR “Prenatal Care”[Mesh] OR 
Matern* OR “Reproductive health services”[Mesh] OR Reproductive health 
care [Title/Abstract]) AND (“Europe, Eastern”[Mesh] OR “USSR”[Mesh] OR 
Albania OR Baltic States OR Latvia OR Lithuania OR Estonia OR Bosnia and 
Herzegovina OR Bulgaria OR Croatia OR Czech Republic OR Hungary OR 
Kosovo OR Macedonia OR Moldova OR Montenegro OR Poland OR Romania 
OR Belarus OR Russia OR Serbia OR Slovakia OR Slovenia OR Ukraine OR 
Armenia OR Azerbaijan OR Georgia OR CEE OR Russian Federation OR 
Eastern Europe OR Yugoslavia) AND (access OR availab* OR affordab* OR 
approachab* OR acceptability OR appropriat* OR informal payment* OR 
payment* OR OOP OR autonomy OR utilization OR utilisation))) AND “last 
10 years”[PDat]) AND English [Language] AND (“2004”[Date - Publication] : 
“2014”[Date – Publication]). 
The final keywords chain used in the systematic literature search in 2016 in PubMed was 
identical to that in 2014 but with an adjusted limitation for the date of publication. The 
same applies for the search in the other databases/search engines.
The search strategy in EBSCO HOST (CINAHL) consisted of the same keywords chain 
but was adjusted to the requirements in the search engine using the field of abstracts or 
titles. The database Global Health was reviewed in all fields following the given keywords 
chain and adjusted to the database-specific search engine. The same keywords chain 
with extra stratification for the European region was applied in the Popline database. The 





Publication selection criteria included the following: (1) only English language 
publications; literature in other languages was excluded; (2) only peer-reviewed articles 
to assure the quality of the evidence reviewed; (3) only publications that referred to 
geographical settings in the Eastern European region; (4) only articles published in 
the period 2004-2014 in the first search in May 2014, and published in 2014-2016 in 
the second search in January 2016, to gather the most up-to-date information. The 
relevance of the literature sources that focus on maternal care access in the region 
was considered and judged by the researchers. Additionally, the reference lists of the 
collected literature were reviewed to gather additional relevant sources that had been 
missed in the database search. The same inclusion and relevance criteria were applied. 
Two articles co-authored by researchers in the team, were indicated as ‘golden hits’ prior 
to the review.21,22 
The content of the selected publications that met all eligibility criteria was then reviewed. 
First, essential information from each publication was summarized, then categorized 
and clustered according to the aspects of access outlined above. Information on study 
characteristics was also extracted. Finally, the publication characteristics and findings 
were synthesized in the form of tables and further analysed qualitatively by pooling the 
results. The key findings were also presented in a narrative manner. 
The quality of the publications was assessed using standardized evaluation checklists. 
The checklists were developed based on the CASP (qualitative) and EPHPP (quantitative) 
quality appraisal tool checklists, which were adapted for the needs of the review. 
Specifically, the validity and reliability of the publications was assessed by analysing 
where the sources came from, whether the source was valid and whether they had 
been peer reviewed.63 Further assessment criteria included questioning the research 
objectives on which the study was based and if the problem was clear, logically stated 
and appropriately supported by the literature. Lastly, questions referred to whether there 
could be another explanation for the relations between variables, and if the findings of 
a study were applicable to other settings and populations.64 We also checked the quality 
of our review using the Prisma 2009 checklist (see Appendix A1).
2.3 RESULTS 
The literature search in May 2014 yielded an initial list of 357 articles in PubMed that 
provided 29 relevant articles after the first screening of title and abstract. After the 
second screening based on the full text, 15 articles were retained. The search in the 
other databases also provided some relevant publications: EBSCO HOST - CINAHL plus 
(7 out of 57 articles), Global Health database (9 out of 63 articles), Popline database (2 out 
of 12 articles), EMBASE (10 out of 174 articles). However, only one of the articles found 
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in these databases was different from the articles identified in PubMed and was added 
to the database. After reviewing the reference lists of the 16 articles found through the 
databases, 2 additional articles were added, based on the same inclusion criteria. Thus, in 
total 18 articles met the inclusion criteria and were included in the literature review. The 
second search in January 2016 covering the time-period 2014-2016 resulted in three 
additional articles. Figure 2.1 presents a flow chart of the systematic literature search. 
Figure 2.1: Flow chart of the systematic literature search
The two articles suggested as ‘golden hits’ prior to the review appeared during the 
search in 2014 and matched the inclusion criteria. This suggests that the search strategy 
was adequate. A detailed description of the articles can be found in Appendix A2. In 
the next section, the key characteristics of the articles are presented, followed by a 
narrative description of their findings related to availability, appropriateness, affordability, 
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General description of the selected articles and quality assessment
The overall characteristics of the articles included in the review are presented in Table 
2.1. The table shows that most articles (67%) were published between 2009 and 2014, 
indicating up-to-date results and an increased interest in the topic. Despite searching 
for publications in the entire Eastern European region based on all selected countries 
(see Introduction), no eligible studies were found for Armenia, Bosnia and Herzegovina, 
Croatia, the Czech Republic, Estonia, Latvia, Moldova, Montenegro, Slovakia and 
Slovenia. This suggests that up-to-date evidence on this topic is lacking for a large part 
of the Eastern European countries. Most of the evidence (71% of the studies reviewed) 
comes from the Eastern European countries outside the EU. The majority of the data 
were collected in healthcare organisation settings while one cross-country study does 
not mention any specific setting. More than half of the publications directly aimed to 
examine the quality, access and/or patient payments for maternal care while others 
provide a general view of maternal health service in Eastern European countries. 





Publication reference number 
(See Appendix A3 for reference 
list)







[1; 19; 20; 21]
[2,3,4,5,6,7,8 9,10,11, 12]
[13, 14, 15, 16,17, 18]
Origin of the study
EU Eastern European countries
(Bulgaria, Lithuania, Hungary, Poland, Romania)
Non-EU Eastern European countries
(Albania, Azerbaijan, Belarus, Georgia, Kosovo, 
Macedonia, Russia, Serbia, Ukraine)
7 (29)
17 (71)
[4, 5, 6, 9, 12, 14, 20]
[1, 2, 3, 4, 6, 7, 8, 10, 11, 13, 14, 15, 
16, 17, 18, 19, 21]
Research setting
Healthcare organisation







[1, 2, 7, 9, 10, 11, 12, 13, 14 15, 16, 
19, 20]




To examine quality and/or access indicators and/or 
patient payments for maternity care
To construct a general view of the reproductive/
maternal health service situation 
To explore the implementation of maternal health 
guidelines





[1, 8, 3, 5, 18, 6, 7, 9, 11, 12, 20, 21]




Table 2.2 provides a summary of the methods of data collection and analysis used in 
the 21 articles, showing that a qualitative study design was most often used. The studies 
mainly include mothers, healthcare professionals and, to a lesser extent, key informants 
and secondary data sources. The sample size ranged from a few dozen to a few thousand 
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participants, but most studies include less than 100 participants, due to their qualitative 
approach. About 20% of the studies are narrative and systematic literature reviews. The 
systematic reviews cover a diversity of issues and settings, and do not include all studies 
reviewed here. Interviews are the main data collection source in non-review studies. 
About 30% of the studies use questionnaires or existing datasets. Table 2.2 also displays 
the data analysis approaches that were applied. 






Publication reference number 
(See Appendix A3 for reference list)
Study design
Qualitative (interviews, open-ended 
questionnaires, focus groups, consultation)








[3, 4, 6, 7, 10, 17, 18]
[5, 8, 11, 12, 15,19, 20, 21]













[1, 3, 6, 7, 8, 9, 10, 11, 12, 15, 18, 20, 21]
[2, 3, 7, 10, 13, 14, 15, 16, 18,]
[2, 3, 7, 13, 16, 17]
[1, 4, 16, 17, 19]
[1, 5,]
Sample size
Less than 100 respondents 
100-1000 respondents
More than 1000 respondents





[1, 2, 3, 6, 7, 13]
[9, 11, 12, 14, 18, 20]
[5, 8, 10, 15, 21]
[1, 4, 16, 17, 19]




Patients records, administrative files, official 
guidelines









[1, 2, 3, 7, 9, 13, 16, 17, 18] 
[2, 9, 11, 12, 15,]
[2, 6, 7, 18]
[1, 10, 14, 19]
[1, 5, 8, 16, 17, 20, 21]
[4, 9, 16, 17, 19]
Method of data analysis
Qualitative techniques (e.g. framework analysis)
Quantitative techniques (statistical analysis)






[3, 4, 6, 7, 10, 17, 18]
[5, 8, 11, 12, 15, 19, 20, 21]
[1, 2, 9, 13, 16]
[14]
The studies were appraised for internal and external validity and reliability, based on the 
CASP appraisal checklist for qualitative studies and the EPHPP appraisal checklist for 
quantitative studies. Only two qualitative studies were found to be of high quality.22,25 while 
the rest was mostly of a medium level of quality. Four qualitative studies scored poorly on 
the checklist due to insufficient information.65-67 No qualitative study addressed ethical 




sectional study designs (non-experimental designs), leading to a lower quality score for 
these studies. However, the data analysis methods and validity issues were also poorly 
addressed in some of these publications, which further lowered their quality score. 
Articles reporting on mixed method studies were appraised stepwise, i.e. the qualitative 
and quantitative parts were assessed separately. Validity and methodological aspects 
in these studies were often poorly addressed or rated too positively by the authors in 
terms of quality. Another weakness was the lack of discussion of study limitations and 
methodology. Overall, the lack of transparency regarding the research methods applied 
was a key problem in the studies reviewed, which however did not necessarily mean 
poor study quality.
Availability of maternal care
On the availability of adequate maternal care, the articles reviewed suggest that most 
Eastern European countries face problems with the geographical accessibility of 
adequate services despite the geographic diversity of these countries (e.g. Parkhurst, 
Penn-Kekana, et al., 2005).66 Such problems are reported in 70% of the articles. It should 
be noted however that evidence on this issue is controversial. While for example in 
Serbia, the maternal wards are spread all over the country and available even in small 
villages, in Kosovo the maternal care provision is irregular, vehicle ownership in rural 
areas is rare and transportation facilities between rural and urban areas are lacking.22,65,67 
However, that maternal wards are well distributed throughout the entire territory of 
Serbia does not ensure that all services offered are adequate and of good quality. In 
Russia, although accessibility has improved, geographical access to care in rural areas 
can be difficult .68 Women living in rural areas in Azerbaijan and Ukraine are often late 
in seeking maternal care due to transportation problems.21,69 Lithuanians from Kaunas 
report minor distance and time barriers for visits but also indicate problems due to busy 
work schedules of health professionals.70 Roma populations in the Balkan countries (as 
has been documented for Albania, Macedonia and Bulgaria) often face geographical 
accessibility problems. This primarily refers to the lack of health professionals in the 
Roma settlements and emergency care providers refusing to travel to their place of 
residence.17 However, as we will discuss below, challenges of geographical accessibility 
tend to pale in comparison with the socio-economic factors that provide barriers to 
approachability and affordability. Accessibility problems in Belarus are relatively minor 
due to the increased national healthcare expenditure, but transportation in case of 
emergency is still problematic.71
In addition to problems with the availability of services, problems related to waiting 
times are also reported. Serbian women face time-related problems regarding referrals, 
which they have to show in order to be admitted in maternity wards, but referrals expire 
after a while and are often outdated due to the unpredictability of childbirth.22 Women 
in some Eastern European countries (e.g. Serbia and Russia) need to wait for a free 
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bed or necessary medical procedures.22,72 However, Roma women in Balkan countries 
frequently have to wait longer than others due to their ethnicity.25 
Appropriateness of maternal care 
Another problem in maternal care in Eastern European countries is the unavailability of 
appropriate maternal care services. For example, in Russia, evidence based up-to-date 
maternal care is practically absent especially in rural areas due to a lack of diffusion 
of new knowledge among professionals. Even students are taught to work in an old-
fashioned manner.73 Overall, the availability of adequate care is linked to the education 
of health professionals and when curricula are outdated, professionals are unable to 
contribute to the improvement of services they provide.74 Substandard and outdated 
care in Eastern European countries (e.g. Russia, Serbia and Ukraine) includes performing 
routine enema, shaving and recruitment bed position.21,22,75 A study in Serbia also 
indicates an overall unavailability of skilled nurses who could help the mothers with 
immediate breastfeeding.22
Some improvements have however been observed in recent years, mostly as a result of 
international projects. For example, in some urban health facilities in Ukraine, women 
are offered a choice with regard to birthing position, improved facility conditions, easier 
access to necessary services, occasional visits and partner’s presence during childbirth 
as well as stimulation of breastfeeding.21 Small-scale improvements in this direction 
are reported in other countries as well, for example in Serbia.22 Russia has undergone 
significant system changes and succeeded in improving maternal health system with an 
increase in accessibility and quality evidenced by positive changes in maternal and child 
health (more than 50% decrease in MMR).68
Another factor that hinders the availability of adequate maternal care in Eastern European 
countries relates to the inefficient allocation of maternal care funding. Studies in Russia 
report that about 10 years ago, there was an overprovision of maternal care services, 
twice more midwives than in Western Europe and an extensive infrastructure inherited 
from the Soviet times, while still having comparably poor health outcomes.66 However, 
as reported in a more recent article, there is a considerable decrease in MMR due to 
better trained medical staff and the introduction of care standards. Furthermore, more 
than 25% of Russia’s population lives in rural areas, therefore, a more even distribution of 
healthcare units in non-urbanized areas has led to improved availability of appropriate 
care.68 At the same time, public funds for necessary medication and modern equipment, 
especially in rural areas, are insufficient. This imbalanced resource allocation is reported 
not only in Russia but also for example in Ukraine.21,75 Results from Kosovo show that the 
inefficient allocation of resources results in antenatal care being available only in urban 




Affordability of maternal care 
The majority of the articles reviewed argue that affordability of services is a key barrier 
to accessing maternal care in Eastern European countries. In many countries, basic 
maternal care services are formally free of charge. In some countries, however, formal 
OOP payments are required for extra services. In Poland for example, anaesthesia and 
epidurals have to be fully paid OOP.76 In addition, some population groups fail to obtain 
health insurance. For example, the majority of the Roma populations in the Balkan 
countries and 10% of the population in Russia (young mothers, migrants) are being 
reported to lack insurance coverage and have to pay maternal care entirely OOP.17,25,66 
In some Eastern European countries, maternal care in general is not provided for free 
and women have to pay formal charges. As a result, in 2003, maternal care access in 
Azerbaijan and Moldova depended on the wealth gradient (78% OOP payments). Data 
from 2003 shows that women in Georgia contributed up to 80% the OOP payments. 
Although the situation in these countries might have improved since then (no recent 
data could be found), overall, the articles suggest that in case of direct charges, 
maternal services become unaffordable for most women, causing care interruption or 
delay.77 In the Balkan countries, like Serbia and Macedonia, additional charges at the 
institutionalized level exist for the attendance of a ‘guest’ at birth.22,25  For the Roma 
population, in particular, this attendance seems to be extremely important, but being 
unable to pay, creates an unwillingness to have facility-based births.25
Informal payments are also prevalent in Eastern Europe and impose an additional burden 
on poor population groups, making care unaffordable.76 The reasons for these payments 
include low-paid medical staff and gaps in maternal care funding.66,72,76 A study in Poland 
reports on social beliefs that access to good services depends on the ability to ‘bribe’ 
healthcare professionals.76 These informal payments seem to be more common in 
the maternal sector due to the planned nature of care and the prolonged contact with 
healthcare providers.66 Belarus reports minor informal payments while such payments are 
reported to be high in Ukraine.21,71 Women have a rather negative attitude towards monetary 
informal payments, but they do pay to avoid ‘substandard care’ and to assure a child’s safety 
or quick access.21,22,72,77 Thus, good specialists and necessary procedures can become 
unaffordable for people who cannot pay those informal costs.21 In Ukraine, the amount of 
informal payment is agreed through bargaining before birth to avoid inconveniences and 
is mostly paid to the obstetrician who later divides the payment among the hospital team 
present during the birth.21 In Hungary, the amount of informal payment is based on income 
and education; therefore, people with higher status appear to pay higher ‘prices’.78
Approachability and acceptability of maternal care  
In the studies reviewed, care acceptability problems in Eastern European countries are 
frequently attributed to cultural and ethnic differences. Maternal care could be available 
and affordable but is sometimes not accessible due to a variety of psychological and 
individual aspects including discrimination towards Roma women. As reported in studies 
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from Balkan countries, Roma women are often denied services and have to give birth 
on their own, which increases the risk of mortality.17,25 For example, in Bulgaria, Roma 
women have to bring their own consumables to the hospital while other women do 
not have to do so. Discrimination is also a reason for verbal abuse or denial of standard 
care for this group of women in healthcare institutions. In Bulgaria, Roma women give 
birth in ‘Gipsy rooms’ with poor conditions. A discriminatory attitude toward Roma 
women and a derogative attitude create stigma and cause barriers to the use of maternal 
care. Not being accepted results in an unwillingness to accept the care needed and 
prolong the delay in seeking maternal care services.17,25 A recent study demonstrates 
a worrisome magnitude of prenatal care underutilisation in Romania, which is mainly 
due to demographic factors. The care that is available is unused by the most vulnerable 
groups of society – the young, poor, uneducated and members of ethnic minorities.18
Psychological accessibility barriers also come from poor communication and 
relationships between professionals and mothers even when the mothers do not belong 
to the Roma populations. In Serbia for example, communication with patients in general 
is inadequate and derogative and providers lack skills to interpret mothers’ needs 
and behaviours.22 Poor bedside manners, disrespect for woman’s privacy and cynical 
nicknames towards the mothers are reported in other countries as well, causing mistrust 
in the care provider.17,25,66,72
Maternal care is also frequently expert-cantered and technically oriented, creating a 
distance in the relationship between the physician and the expecting mother and leaving 
questions unanswered. For example, in Ukraine, pregnant women experience a lack of 
information about maternal services and birthing in general, which pushes them to find 
answers in blogs and other web-based sources that are not always reliable.21 Also in 
Russia, limits to women’s knowledge due to a lack of information or generally low level 
of health literacy are reported as a barrier to accessing necessary maternal care.11 Even 
though the situation in Russia has improved, the most disadvantaged in this respect are 
the ones living in remote areas and/or being poor.68
Furthermore, the willingness of having a child, gender equality and women’s autonomy 
is another issue that limits maternal care acceptance and information seeking.17,69 A study 
in Albania reports that women receive maternal care of poorer quality than elsewhere 
in Europe, which is determined by women’s empowerment and decision making at 
home. Roma women for example often lack health education and are not always aware 
of the need for maternal care.23 Since in their living environment the decision-making 
autonomy is in the hands of men and it is culturally acceptable to handle pregnancy 
without a professional, the chances of seeking professional care are reduced.17 Studies 
in Belarus and Azerbaijan also indicated that lower education seems to be a hindering 




2.4. DISCUSSION AND CONCLUSIONS
The evidence obtained through our systematic literature review on barriers to accessing 
adequate maternal care services in Eastern European countries indicates a variety of 
access-related problems. These include problems with reaching the healthcare facility 
due to distance, poor and derogative attitudes of providers of maternal care and waiting 
times. Furthermore, there is a lack of evidence-based care and, in some instances, 
outdated equipment and lack of pharmaceuticals. In some Eastern European countries, 
access is limited by mothers being unaware of the importance of care and cultural aspects 
that discourage the utilisation of health services. Specifically, some population groups, 
such as Roma women in the Balkans, are not well accepted by healthcare providers and 
face discrimination that limits their access to care. However, a major barrier in accessing 
maternal care in the Eastern European region is due to the inability to pay for it. This 
widely prevalent financial barrier can be seen in formal as well as informal OOP payments.
It should be noted however that most of the studies on this topic have applied a 
qualitative design and do not provide nationally representative Figures on the prevalence 
of barriers to access. In addition, some studies provide contradictory evidence. This is 
partly due to the ongoing reforms and changes. For example for the Russian Federation, 
earlier studies reported substandard and outdated maternal care,73 while a more recent 
study reported on significant system changes and improvements in maternal care.68,73 
Furthermore, our review only included publications in English, so that relevant articles in 
other languages were not taken on board. There are also major gaps for many Eastern 
European countries for which no studies were available. For those countries for which 
we could identify previous work, some of it is beginning to be outdated. In view of these 
limitations, our findings cannot be generalized to the entire Eastern European region, 
but should only be taken as an indication of potential problems in accessing maternal 
care. 
Our findings indicate the major gaps in evidence that exist and the need for the 
collection of more representative and better quality data. They also suggest the need 
for the further strengthening of research capacity in this part of Europe, including 
the publication of research in international peer-reviewed journals. Access-related 
indicators for the assessment of maternal care provision could be sought in terms of the 
availability, appropriateness, affordability, approachability and acceptability of maternal 
care. The conceptual framework of Levesque et al. (2013), which we applied in our 
search and analysis of publications, appears useful and relevant.15 Further research is 
needed to explore the relevance of alternative conceptual frameworks and to define a 
set of tangible evidence-based indicators of access that have policy relevance. 
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The systematic monitoring of these indicators could be instrumental for the 
acknowledgment of access problems in Eastern European maternal care systems and 
could indicate the relevant areas for improvement.11 The set of indicators that need 
to be developed should be universal, to allow for cross-country comparisons and 
identification of progress, but also country-specific, to allow for relevant assessment 
of maternal care at the national level. As indicated by our review, some access-related 
problems, such as geographical accessibility and affordability of care, are reported 
in several countries, while other problems, such as accessibility of Roma women to 
maternal care, are more country-related. It is also important that the set of indicators 
follows a broader and more systematic approach to the assessment of maternal care 
as recommended by previous research.79-81 Indicators specifically focused on access to 
maternal care among vulnerable groups, such as ethnic minorities and poor women, 
should also be considered.
Governments in Eastern European countries need to establish a reliable system for 
measuring and monitoring suitable sets of indicators. As mentioned at the outset of 
this Chapter, such systems are not yet in place, as misreported or underreported data 
in the Eastern European maternal care sectors are still observed.10,59 The focus should 
however not only be on maternal care. Medical curricula in the Eastern European region 
need to be overhauled to make sure that health professionals are trained in cultural 
sensitivity and interpersonal communication skills. This will be especially important for 
dealing with problems such as poor bedside manners and derogative communication. 
Governments will also need to take the responsibility to deal with the general social 
and economic problem of informality of which widespread informal patient payments 
are just one expression. Finally, governments in the region have to safeguard vulnerable 
population groups, especially ethnic minorities and those unable to pay, by ensuring 
universal access to maternal care.

Barriers to accessing adequate maternal 
care in Georgia: a qualitative study
3
The Chapter draws upon:
Miteniece, E., Pavlova, M., Shengelia, L., Rechel, B., & Groot, W. (2018). Barriers to 
accessing adequate maternal care in Georgia: a qualitative study. BMC health services 






The maternal health outcomes in Georgia are linked to shortcomings in healthcare such 
as inequities in access to adequate maternal care. Due to the macro-level, quantitative 
approach applied in most previous studies, little is known about the underlying reasons 
that influence maternal care and care-seeking behaviour of pregnant women.
Methods
This qualitative study explores the stakeholders’ perspectives on access to adequate 
maternal care in Georgia. Focus-group discussions are conducted with mothers who 
gave birth within in the past four years and in-depth interviews are conducted with 
decision-makers and health professionals in the field. Five access-related aspects are 
studied: availability, appropriateness, affordability, approachability and acceptability of 
maternal care. The method of direct content analysis is applied.
Results
Results indicate problems with maternal care standards, inequalities across population 
groups and drawbacks in maternal care financing. This includes gaps in clinical quality 
and staff skills, as well as poor communication between women and health professionals. 
Geographical barriers to adequate maternal care exist in rural and mountainous areas 
due to the weak infrastructure (poor roads and weak transportation), in addition to 
financial hardships. Despite improvements in the coverage of maternal care, affordability 
remains an access barrier. Poorer population groups are financially unprotected from 
the high OOP payments for maternal care services. 
Conclusion
These findings imply that micro-level indicators, such as disrespectful behaviour 
of health professionals and affordability of care, should be taken into account when 
assessing maternal care provision in Georgia. It should complement the existing macro-
level indicators for a comprehensive evaluation of maternal care.
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3.1. INTRODUCTION
The official MMR in Georgia is high, at 31 deaths per 100,000 live births in 2014 according 
to clinical data.54 The MMR in Georgia is higher than in neighbouring former Soviet 
Republics such as Armenia (19 per 100,000 in 2014) or Azerbaijan (15 per 100,000 in 
2014).54 It is more than three times higher than the MMR average for the WHO European 
region (10 per 100,000 in 2014) and more than six times the EU average (four per 100,000 
in 2014).54 Yet, maternal mortality in Georgia might be even higher (with an estimated 
36 deaths per 100,000 live births in 2015), as the official clinical or cause of death data 
undercount maternal mortality.82,83 
The government has taken a number of steps to reduce maternal mortality and reach 
the Millennium Development Goal 5 (MDG5), which aimed to reduce the MMR by 
three quarters between 1990 and 2015.52,54 Yet, the MMR remains higher than desired 
under the MDG5. The previous MDG5 fits within the current aim 3.1 of the Sustainable 
Development Goals 2015-2030 to reduce the Global MMR. Achieving the desired MMR 
target by 2030 requires an annual reduction in MMR of at least 7.5 %, which is double the 
progress of MDG5.84 Interventions to achieve this include staff retraining, infrastructure 
development, screening programs, and free-of-charge access to basic maternal care 
services.83 
The reasons for the high MMR in Georgia can be found at both the macro level (e.g. 
the availability of infrastructure, facilities and medical staff) and the micro level (e.g. the 
provision and use of services, communication, affordability, adequacy, awareness).11,83,85,86 
The high MMR in Georgia is also linked to inequities in access to adequate maternal 
care 52,83. Adequate care is understood here as care with good clinical quality that meets 
medical standards and is delivered in accordance with the preferences of service users 
(the pregnant women).87 
Previous studies in Georgia have confirmed that barriers to access adequate maternal care 
services contribute to poor maternal health.83,85,88,89 Thus, the high maternal mortality 
risk is associated not only with physiological factors related to higher maternal age and 
poor pre-pregnancy health, but also with social factors, such as living in rural areas, 
low economic status and late care-seeking behaviour due to insufficient awareness or 
inability to pay. Quality of maternal care is another important aspect that causes a higher 
MMR risk.34,52 
The Georgian maternal care system is rather complex and fragmented. The providers 
of maternal care include outpatient and inpatient maternity clinics in both the public 
and private sector, providing services within and outside the various state maternal care 




cover free-of-charge access to basic antenatal care (four visits), food supplements (folic 
acid), antenatal and maternal screening, management of high-risk pregnancies, and 
birthing care (including C-section). Outside the state programs, pregnant women may 
use additional maternal services that are paid by the state Universal Health Care program, 
private insurance schemes or OOP payments. Similar to such countries as Ukraine, 
maternal care in Georgia also seems to follow the so-called “technocratic model”, which 
stresses a “mind–body separation and sees the body as a machine”.90,91 According to this 
model, the obstetrician/gynaecologist is the key professional during the whole maternal 
period. Midwives have only a limited or no involvement in the maternal period. Midwives 
can be involved in childbirth but also then play only a secondary role, except when the 
obstetrician is not available. In line with the technocratic model of care, the structure of 
obstetric services differs from international standards of de-medicalisation, and the goal 
to minimize interventions, avoid unnecessary interventions, provide “evidence-based 
care as well as intellectual, emotional, social, and cultural needs of women, their babies, 
and families”.21
Although the use of antenatal care has increased since the state programs started 
funding four antenatal visits, about a quarter of pregnant women still do not receive such 
care in the first trimester and about 15% of pregnant women do not have at least four 
antenatal visits.92 Furthermore, in 2010, around 2% of pregnant women, increasing to 
5% among ethnic minority groups (mostly Armenians and Azeri), had a home childbirth 
without a skilled birth attendant.83 This might help to explain why one fifth of maternal 
deaths occurs among ethnic minorities. Potential reasons for the higher share of home 
childbirths among ethnic minorities include lower socio-economic status as well as 
insufficient access to maternal care.85 
According to the 2010 Reproductive Health Survey, the use of postnatal care in 2010 was 
only 23% and only a small share of women reported adequate counselling experience.83 
Moreover, gynaecological routine visits outside pregnancy remain low in Georgia (24%). 
Such visits are important contributors to the outcome of pregnancy, especially if there 
are gynaecological conditions present that negatively affect pregnancy.83,85 
Another problem is the existence of high OOP payments for health services, which 
undermines access to care for the poorest population groups.52,88 Georgia stands 
out among the former Soviet Republics as the one with the highest share of private 
expenditures on healthcare,93 reaching 79% of total health expenditure in 2014.54 The 
2010 Reproductive Health Survey found that 25% of pregnant women delayed the use 
of medical care, in the vast majority (82%) due to the high costs involved.83 Despite 
the free-of-charge birthing care offered through the state maternal programs, maternal 
care providers (mostly the private establishments) frequently request extra OOP 
payments for the care received during birth.83,88 In this regard, problematic pregnancies 
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are charged much higher by the providers, especially if the women need more than four 
antenatal visits and more complex childbirth care. Consequently, access to maternal 
care in Georgia is expensive and the state programs do not effectively protect women 
from this financial risk. Furthermore, there are substantial differences in the quality of 
care between providers and women report difficulties in accessing those providers they 
deem well-qualified.34 
In order to develop and implement well-designed policies and programs that address 
equity in maternal health access, it is necessary to understand the factors that generate 
and sustain barriers to maternal care use in Georgia.52 Due to the macro-level, quantitative 
approach applied in most previous studies (some of those mentioned above), little is 
known about the underlying reasons and contextual factors that influence care-seeking 
behaviour of pregnant women in Georgia. Furthermore, since care-seeking behaviour 
is not only an outcome of individual decision-making, it should be investigated in the 
community, taking into account its cultural, social and political environment. This 
indicates the need for qualitative research to gain an in-depth understanding of access-
related factors in maternal care in Georgia.85,94
The aim of our study is to explore stakeholder views on access to adequate maternal 
care in Georgia. We follow a qualitative research approach, based on data collected 
among women who have experienced childbirth within the last four years, providers of 
maternal care and decision-makers. This allows us to determine the extent of stakeholder 
consensus on barriers to access and underlying factors. 
Levesque et al. distinguish five aspects of access to care, namely availability, 
appropriateness, affordability, approachability and acceptability.15 A rather similar 
framework with slightly different aspects of access has been put forward by Obrist et 
al. and Putrik et al. among others.24,95  As has been done in Chapter 2, this Chapter also 
applies the framework developed by Levesque et al. to study the barriers to accessing 
adequate maternal care in Georgia, operationalizing the five aspects of access in line 
with Levesque et al., as well as a review of recent literature on maternal care provision in 
Central and Eastern Europe (for illustration see the introduction, Figure 1.1).15,53 The five 






This study follows an explorative qualitative approach and applies the method of directed 
content analysis,96 based on pre-selected themes (the five aspects of access shown in 
Chapter 1, Figure 1.1). Ethical approval of the study was obtained from the Bioethical 
Committee of the National Center for Disease Control (NCDC) and Public Health of 
Georgia prior to data collection. 
The data were collected in May-June 2015 in two urban settings (Tbilisi and Kutaisi) and 
one rural setting (Batumi area). Tbilisi is the capital city located in the eastern part of 
Georgia, Kutaisi is a central region of Georgia and Batumi is a region located in south-
west Georgia. Two methods of data collection were used, allowing for data triangulation. 
First, focus group discussions (FGDs) were carried out with women who gave birth in 
the preceding years, to elicit what barriers (if any) to accessing maternal care they had 
experienced. This was complemented by semi-structured in-depth interviews (IDIs) 
with decision-makers and healthcare professionals to gain an understanding of their 
opinions about access to maternal care. We then identified similarities and differences in 
the opinions across the three stakeholder groups. This allowed us to gain insights from 
multiple perspectives and to better understand the study phenomenon. It gave a voice 
to the experience of stakeholders and offered the opportunity to explore the depth and 
complexity of access to adequate maternal care in Georgia. 
In total, six FGDs were conducted, two in each study setting. Each group consisted of up 
to 10 women who had experienced their last childbirth within the preceding four years. 
One group in each setting consisted of women who had one child and the other group 
consisted of women who had two or more children. No criteria for age or economic 
status were applied to enable exploring possible access barriers among all women in 
their reproductive age and representing diverse income groups. 
The contact details of the women were obtained through hospital registries, combining 
the methods of purposive and convenience sampling. The women were approached by 
one of the researchers via phone and were asked to participate. Women who agreed to 
participate were asked to reach out for someone in their social network who would meet 
the inclusion criteria and would be willing to participate. No refusal to participate was 
registered. All participants were asked for their verbal informed consent to participate 
prior to the FGDs taking place. 
The FGDs were conducted in Georgian language. An experienced discussion moderator 
led the discussion and two researchers participated as observers. The discussions 
included questions that were developed in accordance with our operational definition 
of access to adequate maternal care (see Figure 1.1). The questions are presented in 
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Appendix B1. To facilitate the communication, during the introduction, all women were 
provided with cards to write down their names. The discussion started with stating the 
general purpose of the FGDs and establishing ground rules. After that, the topic was 
introduced and discussed based on the pre-selected questions. After each question, 
women were given time to note down their ideas, after which an open discussion took 
place. At the end of the discussion of each topic, the results were summarised verbally 
by the FGDs leader and at the end of the FGDs, the participating women were asked 
for additional comments or opinions. The discussions were recorded, transcribed and 
translated into English. 
The IDIs followed the FGDs. Five decision-makers and four healthcare professionals 
were involved in the study. The decision-makers and healthcare professionals were 
selected through purposive and convenience sampling, based on their position and 
importance in the field of maternal care in Georgia. The decision-maker group consisted 
of two decision-makers from international institutions, namely the United States Agency 
for International Development (USAID) and the United Nations Children’s Fund (UNICEF) 
Georgia, one decision-maker from the NCDC and two decision-makers from the Ministry 
of Health. The healthcare professional group consisted of three gynaecologists of whom 
two were also working at the medical university, and one member of the management 
team of the biggest maternity house of Tbilisi. In view of the “technocratic model of 
care” in place in Georgia, no midlevel providers such as midwives were included as 
participants in the interviews.90
The interviews were carried out in Tbilisi and Kutaisi, while the potential participant 
(healthcare professional) from Batumi region cancelled the interview and it was not 
possible to find another suitable replacement in the given time. Therefore, no interviews 
were conducted in this region. All interviewees were asked for written informed consent 
prior to the interview. Two researchers participated in the interviews, one of whom led 
the interviews. The IDIs included questions similar to those used in the FGDs (Appendix 
B2). Six interviews were held in English and three in Georgian. The interviews were 
recorded, transcribed and, where necessary, translated into English. 
As mentioned above, the data collected through the FGDs and IDIs were analysed based 
on the qualitative method of directed content analysis.96 The guiding themes for the 
content analysis were the five aspects of access to maternal care presented in Figure 
1.1. The transcripts were first read to identify relevant information, which was then 
clustered according to the five themes. The categorised information was analysed and 
similarities and differences across the stakeholder groups identified. Participant quotes 






The two FGDs in Tbilisi consisted of 14 women in total, the two FGDs in the Kutaisi 
town of 15 women and the two FGDs in the rural Batumi region of 15 women each. 
The women in all FGDs were aged 19-42. The IDIs with maternal care professionals 
(four interviews) and decision-makers (five interviews) included both men and women of 
diverse age groups. The results are presented below in accordance with the five access-




Almost all women in the FGDs expressed their disappointment with the unavailability of 
postnatal care. This is a problem when, for example, women need support with breast-
feeding or assistance with post-childbirth complications. 
‘I had problems with breastfeeding and it was a problem that there was no 
postnatal care which strikes most mothers’ (FGDs, single child, Tbilisi).
In the rural area of Batumi, specific services to manage complicated cases before 
childbirth are not available according to the participants in our FGDs. For these services, 
women have to make a journey to Batumi city or even to the capital, Tbilisi, which means 
a long-distance travel for these women to the very east of Georgia. Participants noted 
that these necessary services should be available closer to their home. However, even 
in the capital city Tbilisi, a participant noted an insufficient number of incubators and 
hospital beds. Due to the unavailability of hospital beds, women were discharged earlier 
from hospital or asked to find another institution. In addition, some women mentioned 
a shortage of staff (e.g. anaesthesiologists) in low capacity institutions, especially in rural 
areas. 
Healthcare professionals also perceived human resources as an important problem, 
especially in rural areas. 
‘Some kind of services could be unavailable when needed; especially in 
rural areas some services are really missing and could contribute to access 
issues and therefore quality of healthcare. Human resources are an issue’ (IDI, 
gynaecologist, Tbilisi). 
They mentioned that sometimes pregnant women who had overcome the spatial 
barrier in reaching a healthcare provider could not access the necessary care because 
the specific service was not available (e.g. obstetric ultrasonography, USG). This created 
another barrier or delays in healthcare utilisation. 
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Decision-makers identified the recent privatisation of the health system (which was 
implemented in 2007) as an additional barrier in terms of service availability, due to 
the freedom of providers to choose the type of services they want to provide based 
on their interest (thus, sometimes not providing maternal care). They also mentioned 
that assistance during pregnancy and the postnatal period was usually provided only by 
obstetricians, whereas inclusion of maternal care within family doctor services would 
improve accessibility. Overall, the opinions of health professionals and decision-makers 
regarding availability-related barriers were in line with those expressed in the FGDs. 
‘Family doctor involvement and assistance is not available for pregnant 
women, but would be useful to improve access (IDI, Health Ministry, Tbilisi).’ 
The women in the FGDs indicated that access to maternal care was complicated for 
women living in rural areas, especially in high-mountain regions, due to large travel 
distances and a weak transportation infrastructure. 
‘Distance is an issue for women from rural areas, because in the capital the 
care is more adequate and modern than in rural areas (FGDs, single child, 
Tbilisi).’ 
Furthermore, the travel costs are high; roads are of poor quality and public transport, if 
existent, has a very poor schedule and only a few destinations. In contrast to rural areas, 
care in the capital was reported to be more advanced and adequate. In the women’s 
opinion, these were the main reasons why geographical distances could lead to delayed 
care-seeking behaviour and poor health outcomes.
Most decision-makers and health professionals agreed with the women that rural and 
high-mountain populations are more likely to face access barriers and inadequate 
maternal care. Both groups emphasized that even though most women could access 
some maternal care, the challenge was accessing adequate care close to their place 
of residence. Therefore, the rural population groups are most likely to experience 
pregnancy-related complications and the need to travel for suitable care. The 
representative of the Georgian Ministry of Health also highlighted the problem of a 
lacking transportation infrastructure and availability of care in various regions, especially 
in remote areas, which were important contributors to access barriers. 
Only a few women from Tbilisi and Kutaisi reported not to have experienced any 
problems with service availability. One gynaecologist claimed that in his hospital all 
services were available at any time of the day. Somewhat similarly, a decision-maker 
stated that postnatal care officially existed in Georgia and was covered by the state, but 




There was a gap in policy implementation, because the information on the availability of 
postnatal services was not reaching all providers and women in need.
All participants agreed that there were no distance-related access problems in the capital 
city. Participating women from Batumi region who lived in suburbs or rural areas claimed 
that the distance to adequate care in Batumi city was not that long, which therefore was 
not a barrier. None of the FGDs or IDIs participants reported waiting lists for maternal 
care. Nevertheless, a clinical manager reported that women usually preferred to receive 
care in the area in which they lived. However, when they needed more advanced care 
available in the capital, the cost was the problem, not the distance they had to travel.
Appropriateness
Most participants stated that there were problems with the appropriateness of maternal 
care in Georgia. The women reported the need to search for adequate care because 
quality differed across the country, a city or even within an institution. 
‘Everywhere the care is not of good quality; you need to search for it’ (FGDs, 
multiple children, Tbilisi).
However, they noted that they were free to choose a physician, facility and the care 
they preferred, resulting in the need to find the best options for them. The adequacy of 
maternal care was also influenced by the conditions in the facilities, which were reported 
to have improved since the privatisation of healthcare. However, the participants 
still reported the existence of old, non-renovated buildings, unhygienic facilities and 
bathrooms that were out of order. 
Despite the existing inadequacies in maternal care that, according to an advisor to 
the Ministry of Health, were more prevalent in smaller towns or rural areas, decision-
makers argued that this did not create any barriers for women seeking care, as they 
were free to choose where to go. They claimed that inadequate maternal care in some 
facilities should not result in postponed or unused maternal care in a city. However, they 
conceded that quality of care might influence health outcomes. Health professionals 
added that inadequate antenatal care contributes to the high MMR in Georgia. Part of 
the problem was reported to be due to underqualified staff. 
‘In Georgia, maternal mortality is high due to low quality of antenatal care. 
Problems are not identified in time, because of underqualified staff’ (IDIs, 
gynaecologist, Tbilisi).
In contrast, other participants suggested that the adequacy of maternal care in Georgia 
was not a barrier to access. Some women reported that facility conditions had been 
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critical in the past, but that these had generally improved and were not a reason for 
not using maternal care services. Furthermore, some women highlighted that the free 
choice of healthcare providers and facilities meant that adequacy of care should not be 
a barrier. Some women also shared positive experiences, reporting that they were highly 
satisfied with the attitudes and conditions of the care they had received. Women often 
relied on advice from family or friends to avoid poor quality experiences. 
‘I knew a good doctor through friends and I was also very happy with the 
services, [I did not have any] negative experiences of quality or attitude’ 
(FGDs, single child, Tbilisi).
Decision-makers agreed that there should be no major adequacy problems due to the 
lack of infrastructure. However, they pointed out that what happened during antenatal 
visits was difficult to measure and that adequacy problems might be involved. Decision-
makers also agreed with the women that, due to the free choice of care, a woman could 
“shop” for quality.
‘Women that die have no attendance issues, the problem can be found in 
the quality of care and the poor recognition of health complications. It is 
important to know where to go for good care and not everyone knows those 
things’ (IDIs, USAID, Tbilisi).
Affordability
The majority of the women in the FGDs indicated that the financial aspect was an 
important barrier to accessing adequate maternal care. According to these respondents, 
the state programs covered only the basic needs of women, but all additional antenatal 
visits, tests and medications had to be paid OOP. Women claimed that maternal care 
could become a real burden for pregnancies with complications and for mothers from 
low-income families, especially those living in rural areas. 
‘I needed an extra test due to my high-risk pregnancy that was expensive. 
I had to pay OOP and I needed support from family, otherwise it was not 
possible (FGDs, multiple children, Tbilisi).’
The rural population was seen as having limited possibilities to earn an adequate income. 
Therefore, even indirect costs, such as extra traveling costs of 20 lari (8 Euros) to reach 
the healthcare facility could be a financial burden. However, family members were 
reported to always support each other, which allowed a number of women to afford 
the necessary maternal care that otherwise in many cases would not be affordable. 
A woman in Tbilisi reported that due to the high costs of an unexpected C-section, 




Furthermore, another woman from Tbilisi reported that she was not able to afford the 
necessary laboratory tests that cost 2000 lari (800 Euros). During the FGDs, affordability 
was figured as an important barrier to accessing adequate care, which in some cases 
made women postpone necessary care until the issues became more serious and often 
even dangerous. 
Decision-makers also viewed OOP payments, especially for high-risk pregnancies, as an 
important burden for vulnerable population groups. 
‘Providers are charging for additional visits and doing tests that add costs. It 
can be a burden for vulnerable population groups, such as the poor’ (IDIs, 
USAID). 
The poor and those living in rural areas were more affected due to their low income and 
extra travel expenses. Furthermore, decision-makers claimed that pharmaceutical costs 
were in most cases paid 100% OOP and were not affordable for everyone. According 
to the IDIs, even in uncomplicated pregnancies, every additional antenatal visit, test or 
medical intervention that was not covered by the state programs, had to be paid OOP. 
Consequently, women were forced to postpone care and this might endanger their 
health and ultimately increase healthcare costs, if care became unavoidable. A clinical 
manager from one of the biggest maternity houses in Georgia pointed out that some 
women had to search for another, cheaper institution, because they could not afford the 
care in this clinic. 
‘In my facility, the price is high and some women cannot access the care here 
and have to go somewhere else. Universal coverage only covers basic needs’ 
(IDIs, maternity house manager, Tbilisi).
Despite a number of participants reporting affordability problems, several stated the 
opposite. A woman in Tbilisi spent around 600 Euros during her pregnancy, but said she 
was prepared to pay this price. She added that women who were able to pay more could 
choose more luxurious care options if they preferred. Some women argued that having 
private health insurance helped in covering maternal care costs. However, only those 
with a sufficient regular income could afford and purchase the insurance packages.
Some women in the FGDs stated that the state program for maternal care worked quite 
well and helped them to cover the costs that arose from complications or the necessity 
to be transferred to another institution. Some women reported that OOP payments 
often seemed high, but that this was not a reason not to use care. One woman added 
that childbirth is a happy event for which a woman is willing to spend money.
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‘My husband and me are working, therefore we do not face financial barriers 
(FGDs, single child, Kutaisi).’
A number of stakeholders in the IDIs agreed that every woman received basic care, so 
the lack of financial resources should not constitute an access barrier. They maintained 
that, since the new state program has been implemented, affordability has at least 
become a much smaller problem. At the same time, the program was a stimulus to seek 
care on time in order to be covered. 
‘We have the law that if a woman is delaying her care then the state program 
is not supporting her anymore and she has to pay OOP, and in that way, she 
is stimulated to seek care on time’ (IDIs gynaecologist, Tbilisi).
However, these opinions clashed with those situations where women lacked money to 
purchase extra maternal care services or their condition fell outside the state program. 
Overall, the opinions of decision-makers and care providers were divided over the 
existence of affordability problems. 
All FGDs participants denied the presence of informal payments, arguing that, since 
the privatisation of healthcare, all payments in Georgia have been official. However, a 
number of women reported that they showed voluntary gratitude to medical staff by 
giving gifts in kind.
Approachability and acceptability
In almost all FGDs, women reported that they had experienced inappropriate attitudes 
from healthcare staff and that they would not seek care in the same institution again. 
‘I experienced poor attitudes and ignorance by healthcare providers’ (FGDs, 
multiple children, Tbilisi). 
Decision-makers also reported problematic attitudes and poor communication by 
healthcare workers, which they believed to influence the quality of care and, ultimately, 
the health outcomes of women.
‘Attitudes and responsiveness of healthcare providers, including the 
consultation time, is worrisome, which influences the delay in care and safety 
of women’ (IDIs, NCDC, Tbilisi). 
A gynaecologist agreed that, despite improvements, problematic attitudes from providers 
exist, especially in rural areas. Women were then not free to share their experiences or 




‘Poor communication can influence quality of care and when women 
are unhappy due to poor communication they are not able to share their 
experiences or problems’ (IDIs, gynaecologist, Tbilisi).
Approachability and acceptability problems with regards to information and 
communication were thus interrelated. The most important problems reported in the 
FGDs were related to a lack of information about maternal care, which resulted in 
delayed or irregular visits. Women reported that they sometimes did not understand 
what doctors meant and that they felt confused by all the medical terms. In addition to 
information acquired within social networks, the women expressed the wish to receive 
more education from healthcare professionals, which would help them throughout 
the pregnancy and during the postnatal period. For instance, women said they were 
uninformed about childbirth, breastfeeding and different programs that covered high-
risk pregnancies. 
‘I don’t know about programs covering high-risk women and if we are not 
informed about different programs we don’t know what services we can have’ 
(FGDs, multiple children, Batumi).
Healthcare professionals and decision-makers agreed that pregnant women, especially 
in rural areas, lacked information and education. They also agreed that this information 
barrier was causing care to be postponed, with potential complications. If a woman was 
not aware of her health condition, she was less likely to take any preventive measures or 
to engage in pro-active behaviour. The representative of the Ministry of Health explained 
that in the Georgian culture there was a general fear and poor trust in medical help. Thus, 
people had little understanding of the benefits of prevention, which could contribute to 
poor health outcomes.
All FGDs participants reported that they did not see any religious or cultural barriers to 
accessing maternal care and they did not think there were women who would not feel 
the need for professional care during pregnancy, childbirth and the postnatal period. 
‘I haven’t heard of any cultural or religious reasons that could act as barriers 
to accessing maternal care, at least not for the Georgian population’ (FGDs, 
single child, Tbilisi). 
Despite the large information insufficiencies, a few women argued that they were very 
well informed about their pregnancy and the importance of antenatal visits. One mother 
reported a very positive experience with her physician who gave her daily check-up calls 
to advise on the use of medications. Women from Batumi said they had no complaints 
about inappropriate attitudes by healthcare providers. 
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 ‘We are generally satisfied with the attitudes we encountered from our 
doctors’ (FGDs, multiple children, Batumi).
One gynaecologist argued that the lack of information was unusual since women shared 
information within their social networks. Overall, health professionals and decision-
makers agreed that in general women accepted maternal care, but they pointed out that 
it was not always timely or adequate. 
‘Even if the women are poorly informed during the antenatal and postnatal 
period, insufficient information is not a barrier to reject the institutionalized 
maternal care services’ (IDIs, health ministry, Tbilisi).’
None of the IDIs participants thought that women were informed enough about maternal 
care. The lack of information seemed to increase the risk of delayed and insufficient 
care. However, none of the participants identified other factors, such as culture, religion 
or gender roles, as constituting barriers to accessing adequate maternal care.
3.4. DISCUSSION 
The stakeholder views on access to adequate maternal care in Georgia reported above 
indicate several important problems that need to be addressed in future reforms. These 
problems are related to maternal care standards, inequalities across population groups 
and maternal care financing.
Maternal care standards
Our findings suggest that the standards of maternal care provision in Georgia are a 
major concern. This involves gaps in clinical quality and staff skills, as well as inadequate 
attitudes by health workers and poor communication between women and health 
professionals. These findings are in line with what has been documented in the literature, 
including the so-called “technocratic model”,90,91 mentioned in the introduction section 
of this Chapter. This model undermines the needs of women, their babies and families, 
which results in women not being in the centre of care. The model explains the highly-
specialised model of care and the exclusion of midlevel providers such as midwives.21 
Quality standards of medical care and medical technologies in Georgia are not regulated 
by law and service providers, including those in the private sector, are responsible for 
setting their own indicators.52 However, it should not be overlooked that many women 
seem to comply with two international standards: four antenatal care visits and skilled 
childbirth. Maternal care providers who are well known for their good services are 




higher quality standards.52,85 The existing evidence supports our participants’ arguments 
that medical staff have poor professional standards due to the lack of continuous 
education programs in the Georgian health system.97 The low salaries of healthcare 
professionals also demotivate them to perform adequately.34 
The literature also supports the finding from our study that the information that women in 
Georgia receive about the importance of adequate maternal care is insufficient, especially 
among those with lower levels of education and populations living in rural areas. This 
may lead to delayed care-seeking behaviour and overlooked complications, which may 
result in poor health outcomes.65,85 None of the women and only one decision-maker in 
our study had information about the existence of postnatal services. In the literature, it is 
reported that only about 20% of women who had given childbirth in Georgia use postnatal 
services. There might be a problem with the implementation of maternal care programs 
and the dissemination of related information.52,85 Poor health literacy of maternal care 
users is aggravated by problematic attitudes of healthcare providers. Due to disrespectful 
behaviour and miscommunication of some maternal care providers, women may tend to 
mistrust healthcare professionals and be unwilling to share their thoughts and preferences 
for care. This communication barrier might be another reason that prevents women from 
receiving adequate care and early detection of complications. 
Nevertheless, throughout the findings, there are also indications of new and positive 
developments. Thus, overall there are mixed findings on quality of care - there are 
improvements (e.g. improved coverage of care, increased use of maternal care services, 
reduction of informal payments, free choice of institution and healthcare provider, 
improvements in the conditions of facilities and also some improvements in the attitudes 
of healthcare staff), in addition to the challenges outlined above.
Rural, mountainous and minority population groups
According to our study, geographical barriers to access maternal care only exist 
in rural and mountainous areas. The distance to urban maternal care facilities that 
provide the necessary care can be a problem for people living in these areas due to 
the weak infrastructure (poor roads and weak transportation) combined with financial 
hardships.85,97 Such rural and mountainous areas suffer from a shortage of medical staff 
and adequate equipment, and only limited healthcare services are available. Even though 
Georgia has an oversupply of medical doctors, there is no incentive for them to work 
in the distant rural areas. Many of those who choose this option lack skills to provide 
adequate support to women and to manage pregnancy complications.34,52,97
It has been suggested that many maternal care services could be handled by family 
doctors to improve geographical access and efficiency. Currently, these providers are 
not involved in the provision of maternal care.52 
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Georgians do not seem to have problems with utilizing maternal care, at least as far 
as antenatal care and childbirth are concerned. This is supported by official statistics 
showing almost 100% use of antenatal care and professional birth attendance during 
childbirth.85,98 However, the literature also suggests that the use of maternal care services 
might be an issue for women from other cultures (ethnic minorities).85 Minority groups 
were not among the study participants and therefore this remains an open question. 
Maternal care financing
Both in rural and urban areas, good quality medical equipment seems to be frequently 
unavailable. This might be due to the underfunding of the healthcare sector and the 
inefficient use of resources.65 Despite improvements in the coverage of maternal 
care, affordability remains an access barrier. Poorer population groups are financially 
unprotected from the high OOP payments in the healthcare sector and therefore 
suffer from the high costs of accessing adequate healthcare, including maternal care 
services.52,65,97 In particular, all additional antenatal care visits (beyond the four visits 
covered), all medical tests, medications and extra child-birth costs are being paid 
OOP. Vertical programs (also known as stand-alone programs or vertical approaches) 
in Georgia cover cases with serious complications, which may encourage women to 
postpone care-seeking behaviour.85,99 
In 2016, the WHO came up with new recommendations on antenatal care for a positive 
pregnancy experience, which include antenatal care models with a minimum of eight 
visits. The eight-visit plan aims to reduce maternal mortality and improve women’s 
experience of care.19 This plan could potentially be realised in Georgia as many women 
in Georgia already receive nearly ten visits following the physician’s request.99  However, 
the current model is based on the previously mentioned standard of four-visits that are 
publicly financed free-of-charge to patients. As mentioned above, after this number 
of visits women pay for every additional visit OOP and these payments remain a 
considerable burden for households due to the additional antenatal care visits and fees 
for “personal doctors”. The implementation of the new WHO standard would mean an 
extension of a basic antenatal care package from four to eight visits, but it is not certain 
how feasible this would be for a resource-constrained country such as Georgia.99
Those participants in our study who claim that adequate maternal care in Georgia is 
affordable might see it from their perspective only and overlook the situation of the 
very limited resources some women have. Women who are satisfied with the amount 
of OOP payments during the maternal period most often have a stable income that 
allows them to afford the care they need.97 Overall, informal payments do not seem to 




Relevance of the study to other settings
Although our study focuses on Georgia, given the general theoretical framework 
applied, it may be relevant to researchers and decision-makers in other countries as 
well. Our results show the importance of micro-level indicators, such as disrespectful 
behaviour by health professionals and their attitudes towards pregnant women, as well 
as women’s trust in maternal care providers and care acceptability. In addition to existing 
macro-level indicators, e.g. the numbers of providers and facilities in the country, such 
micro-level indicators have to be taken into account for a comprehensive evaluation of 
the provision of maternal care. This is especially relevant for countries in Eastern Europe 
where maternal care problems might remain concealed by comparatively good macro-
level indicators.10,53,55
Strengths and limitations
Our study has several strengths and limitations. The qualitative design allowed us to 
capture a rich and detailed picture of the researched topic. However, the small number 
of participants and settings covered makes it difficult to generalize findings. The quality 
of the data collection and analysis is highly dependent on the researcher’s skills. This 
bias was mitigated to some degree by involving two researchers during the interviews 
and focus-group discussions, and an experienced discussion moderator. We also 
acknowledge possible recall bias and the potential for socially-desirable answers in 
both, the focus-group discussions and the interviews. A part of the interviews was held 
in English, which might have created a language barrier for some respondents. The rest 
of the interviews and all of the focus-group discussions were transcribed in Georgian 
and then translated into English, due to which some nuances might have been lost. An 
important advantage of our study was the possibility to triangulate the opinions of the 
three stakeholder groups, which allowed for a broader view on access-related problems 
in maternal care in Georgia to emerge, as well as for the validation of findings. 
3.5 CONCLUSIONS 
The study presented in this Chapter has explored stakeholder views on access to 
adequate maternal care in Georgia. Based on Levesque et al. (2013), we distinguished 
five groups of access domains related to availability, adequacy, affordability, acceptability 
and approachability of maternal care. We used these domains to examine the views of 
maternal care stakeholders and to identify key barriers to accessing adequate maternal 
care. Our findings indicate the existence of a number of barriers, including inadequate 
quality standards, low government funding, and gaps in coverage for specific population 
groups. These shortcomings in maternal care in Georgia may help to explain the high 
maternal mortality in the country. 
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Problems in maternal care provision involve the lack of equipment, human resources 
and evidence-based treatment. Geographical distance is also problematic for rural and 
high-mountain population groups due to care being concentrated in the capital city, 
weak transport infrastructure and high traveling costs. In addition to this, Georgian 
women have to carefully select an available provider of care to avoid problems such as 
inadequate attitudes, poor clinical quality or appalling conditions at the maternal care 
institution. This will be challenging even for well-off and better informed and educated 
women, but even more so for women with fewer resources and provider options. Gaps 
in the knowledge and skills of health professionals, the low health literacy of women and 
the resulting communication problems may prevent women from receiving high-quality 
care, which may contribute to poor health outcomes. 
These findings imply that micro-level indicators, e.g. disrespectful behaviour by health 
professionals, their attitudes towards pregnant women, women’s trust in maternal care 
providers and care acceptability, should be taken into account when assessing maternal 
care provision in Georgia. Such micro-level indicators should complement the existing 
macro-level indicators for a comprehensive evaluation of maternal care, both in Georgia 
and in other countries.

Barriers to accessing adequate maternal 
care in Latvia
4
The chapter draws upon:
Miteniece, E., Pavlova, M., Rechel, B., Rezeberga, D., Murauskienė, L., & Groot, W. (2019). 
Barriers to accessing adequate maternal care in Latvia: A mixed-method study among 







Latvia has a high maternal mortality ratio compared to other European countries, as well 
as major inequities in accessing adequate maternal care. Adequacy refers to the extent 
to which services are safe, effective, timely, efficient, equitable and people-centred. This 
study aims to explore stakeholder views on access to adequate maternal care in Latvia 
and the extent to which there was consensus. 
Methods
This mixed-method study is based on an online survey among women who recently 
gave birth, as well as interviews with healthcare providers and decision-makers. The 
data were analysed using the method of directed qualitative content analysis. The extent 
of stakeholder consensus was determined by studying five access-related aspects of 
maternal care: availability, adequacy, affordability, approachability and acceptability.  
Results
Our study identified barriers to accessing adequate maternal care related to availability 
(i.e. shortage of human resources, geographical distance) and appropriateness (i.e. 
inequalities in provider knowledge, care provision and use of clinical guidelines). Other 
challenges were related to providers’ approaches towards women (i.e. communication) 
and, to a lesser extent, maternal care acceptance by women (i.e.  health literacy).
Conclusions
The barriers identified in our study highlight areas that should be addressed in future 
reforms of maternal care. These barriers also indicate the need for micro-level indicators 
that can facilitate a comprehensive evaluation of maternal care in Latvia and elsewhere.
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4.1. INTRODUCTION
In Latvia, poor maternal health outcomes co-exist with inequities in accessing adequate 
maternal care.54,56,57,100 As mentioned in previous Chapters, maternal care entails health 
services provided by a physician (e.g. obstetrician or general practitioner) or midwife in an 
outpatient practice, hospital or maternity institution, to a woman during her pregnancy 
(antenatal care), childbirth and up to 42 days after childbirth (postnatal care).101 By 
adequate maternal care, we mean the extent to which services are safe, effective, timely, 
efficient, equitable and people-centred.12 Estimates of the MMR in Latvia differ between 
sources, ranging from 18 per 100,000 live births (in 2015) to 31.3 per 100,000 live births 
(in 2013-2015).8,37,102,103 However, all estimates are higher than the average of the WHO 
European region (17 per 100,000 in 2015) and far above the EU average (8 per 100,000 
in 2015).8 In 2013-2015, 35% of maternal death cases in Latvia were women without 
antenatal care, while another 15% had limited access to maternal care. Problems related 
to disability, socio-economic and lifestyle factors were identified in 75% of maternal 
death cases.37
Maternal health has been declared a national priority in Latvia, and all pregnant women 
are entitled to publicly provided and publicly funded maternal care.36 Evidence indicates 
that outpatient maternal care services are better remunerated than other healthcare 
services, which increased the interest of private providers to contract with the national 
health service for antenatal care provision, especially since the introduction of the 
“money follows pregnant women” initiative in 2012.104,105 Maternal care services are 
mainly provided by gynaecologists/obstetricians. In institutions with state funding, 
maternal care services are free of charge to users. Women have the right to choose 
their provider, but if they choose a maternal care provider in the private sector who 
has no contract with the public sector or if they require care which at that time is only 
available in the private sector (e.g. by endocrinologist), all services have to be paid for by 
the women themselves. In the public sector, they also have to cover the cost for extra 
services or services of increased comfort (e.g. additional ultrasounds, private room at 
hospital, contract with providers). Medication requires 75% OOP co-payment and the 
average stay in an inpatient facility is 3-4 days after a vaginal birth and 5-7 days after a 
C-section. In case of a planned C-section, women are admitted to the inpatient facility 
a day prior to the procedure.106  Irrespective of whether the provider of maternal care 
is public or private, minimum standards of care apply, as determined by the Cabinet 
of Ministers Regulation No. 611. These minimum standards address requirements for 
healthcare providers and the routine care provision during each antenatal check-up, 
childbirth and post-natal check-ups. According to these rules, women are entitled to 
a minimum of seven antenatal check-ups and all necessary tests during this period, 
institutional birth with a free-of-charge stay in a shared room, regular check-ups at 




facilitated at the inpatient facility after birth and through online reading materials (e.g. 
e-books, documents, regulations) along with other useful information on the maternal 
period available on various government websites. In addition, maternal courses - that 
are available for a small fee - and maternal care providers are an important source of 
information to women in their maternal period.105-107
Yet, the maternal care sector shares many of the shortcomings of the wider health system. 
There is an overall lack of financial resources, with current health expenditure (including 
OOP payments) reaching only 5.8% of GDP in 2015.8,108 The substantial OOP payments 
in healthcare (41.6% of current health expenditure in 2015, mainly for pharmaceuticals 
and necessary care outside the public sector) are major barriers to access.35,100 There are 
also long waiting lists for healthcare services, in addition to geographical inequalities 
due to a declining population and an urbanisation in care provision. A lack of healthcare 
providers exists as well, especially in rural areas. Another challenge is the inadequate 
quality of care (especially for inpatient care), as a result of low public investments and an 
insufficient use of evidence-based medicine and medical guidelines.35,100,104 
Regarding maternal care, in 2016, there were 21,442 live births, of which 0.7% were 
without and 6.7% with incomplete antenatal care. Importantly, 18% of pregnant women 
aged 15-24 reported having smoked during their pregnancy, while 0.1% consumed 
alcohol and 0.8% used illicit drugs.109 The high incidence of infectious diseases (in 
particular HIV/AIDS and hepatitis C) that can be especially harmful during pregnancy is 
another challenge for maternal care.35,100
Despite the maternal care problems in Latvia, no study so far has provided a 
comprehensive investigation of this topic. Our study starts addressing this shortcoming. 
It aimed to explore access to adequate maternal care by studying stakeholders’ views 
and the extent of consensus on this topic. 
4.2 METHODS
This explorative mixed-methods study describes and interprets the experiences and 
views of study participants in order to gain insights into access to adequate maternal care 
in Latvia.86,93,110 The design combines multiple perspectives to better capture the depth 
and complexity of the topic.111,112 It involved women who gave childbirth in the previous 
four years, as well as healthcare providers and decision-makers. As in Chapters 2 and 3, 
also the study described in this Chapter employed the same conceptual framework for 
data collection. The framework developed based on Levesque et al. where availability, 
appropriateness, affordability, approachability and acceptability are the five key aspects 
of access to adequate maternal care is visualised and explained in Chapter 1, Figure 
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1.1.15 The study furthermore applied directed qualitative content analysis (also known as 
thematic analysis).96
Prior to the study, ethical clearance was obtained from “Riga Stradins University ethical 
committee” (No 49/29.06.2017). Data collection was conducted in June-August 2017 
and consisted of two phases: 
- an online survey among women who had their last childbirth in the past four years 
(2014-2017), with responses to open-ended and closed questions from 50 women 
included in the analysis;
- semi-structured face-to-face IDIs with seven healthcare professionals and six 
decision-makers. 
The framework presented in Figure 1.1 was operationalised in both research instruments 
(interviews and online questionnaires). In both instruments, questions were formulated 
around each concept and the wording was adjusted for the different participant groups 
(see Appendix C1 and C2). 
The respondents in the online survey were identified through Facebook “mommy” 
discussion groups and were recruited through a self-selection procedure. An invitation 
message with a survey link was posted in 48 Facebook “mommy” discussion groups that 
covered all five geographic regions of Latvia. This online survey approach was chosen 
due to being a time- and cost-efficient tool that generates easier access to a larger 
number of prospective participants, provides a higher level of anonymity and also allows 
participating through self-selection. The survey was designed for qualitative data analysis. 
The survey questionnaire included several open-ended and closed questions. Both, the 
IDIs guide and the online questionnaires had similar questions and were developed based 
on the research tools used in Chapter 3 113. Both research instruments were developed in 
English and then translated into Latvian by the main researcher who is bi-lingual in both 
languages. Furthermore, during the face-validity phase both instruments were tested 
and discussed with several persons in Latvia from the target groups. As a result, some 
minor textual adjustments were made in the Latvian translation. 
The questionnaire was designed and disseminated using the Qualtrics® platform. At 
the beginning of the questionnaire, women were asked to provide informed consent for 
their participation in the survey. The survey questions were structured around the five 
key aspects of access to adequate maternal care (see Figure 1.1.) and participants were 
asked to share their experience and views from their last childbirth. Questions on socio-
demographic characteristics were also included. The questionnaire concluded with a 
question on any additional experiences related to the topic. For ease of understanding, 




Similarly, as in Chapter 3, the IDIs were conducted with decision-makers and healthcare 
professionals who were selected through purposive and convenience sampling, based 
on their position and relevance in the field of maternal care in Latvia. In addition to 
questions related to the five aspects of access to adequate care, questions on maternal 
death registration and maternal care guidelines were added to help further explore the 
adequacy of maternal care (see Appendix C2). All interviews except one (conducted 
in English) were carried out in Latvian, recorded, transcribed and translated back into 
English. All IDIs participants provided informed consent. 
The data collected were in Latvian and were analysed in their original (Latvian) form by 
the main researcher. The final results were then translated into English. The data were 
used to identify similarities and differences in opinions across the three stakeholder 
groups, applying directed qualitative content analysis (thematic analysis).96 The interview 
transcripts and survey results were first read to identify information related to any of the 
five aspects of access presented in the conceptual framework (Figure 1.1), which were 
the study themes. The categorised information across the stakeholder groups was then 
synthesised. Results are presented narratively and illustrated in tables with participants’ 
quotes.
4.3. RESULTS 
The results are based on 13 IDIs with professionals and decision-makers and 50 online 
questionnaires by women who were part of Facebook “mommy” groups in Latvia and 
gave birth in 2014 - 2017. In total 622 respondents completed the survey. The first ten 
respondents of each of the five geographic regions of Latvia (Riga, Zemgale, Kurzeme, 
Vidzeme, Latgale) were selected for an equal geographical distribution and included 
in the study. We observed a sufficient level of saturation in the first 10 responses per 
region. The main characteristics of respondents included in the study are presented in 
Table 4.1. In addition, a comparison of socio-demographic characteristics between the 
women included and excluded from the study is presented in Appendix C3 along with 
the statistical tests that compare the differences between both samples.
Availability
Healthcare professionals and decision-makers claimed that in some rural areas there are 
no obstetricians or other maternal care services to manage complications. As explained 
by these respondent groups, women travelling to the capital city face long distances 
and public transport restrictions. The distance barriers combined with other factors (e.g. 
limited income, household and childcare responsibilities, and lack of awareness of the 
need for maternal care) sometimes limit the utilisation of care (see Table 4.2, quotation 2, 
5-6). However, most women-respondents noted that they had no problems in accessing 
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maternal care due to distance, transport infrastructure or time limits. A few women 
mentioned that they needed to travel to another city for ultrasound services in the public 
sector, or for a gynaecologist who treats high-risk pregnancies or is able to identify 
potential pathologies. In such cases, women faced difficulties accessing adequate and 
affordable maternal care due to long distances and a lack of time or transportation (see 
Table 4.2, quotation 9-11).
Table 4.1: Main characteristics of respondent groups
IDIs participants’ characteristics  (N)
Healthcare professionals Midwife (public sector)
Gynaecologist/Obstetrician (public sector)
Gynaecologist/Obstetrician (private sector)









Decision-makers Ministry of Health
WHO country office Latvia
WHO Regional Office Europe
Management of Maternity Hospital
Management of Gynaecology/Obstetrics clinic







Women-participants’ characteristics    (N)
Age 21- 41years 50 











3 or more 
44 
6




Household income Up to €500





Last childbirth (when) 1 year ago, or less
2-3 years ago  








Last childbirth (how) Vaginal birth  









Antenatal visits Less than 4 visits
4-7 visits
8-10 visits





Postnatal visits No visits  
1-2 visits 




Maternal care sector utilised Public
Private 







Table 4.2: Participant quotes about availability of maternal care
Decision makers
1. “There might be a barrier for women in rural areas where there are transportation restrictions, if she has 
no car, has limited income (as it is typical for those areas), if there are five children at home, a farm, and 
there are no maternal care providers in the surroundings (rural areas might face a significant lack of human 
resources).” (Management of Maternity House, public sector)
2. “There are such long waiting lists (up to 6 months) in publicly funded care, which is related to pregnancy 
and necessary to receive.” (Management Gynaecology/Obstetrics clinic, private sector)
3. “Health professionals emigrate or simply do not want to work in hospitals, but in the private outpatient 
sector, so most of gynaecologists (maybe about 70-85%) work in the private sector.” (WHO Latvia)
4. “Mother and child care is our national priority, no matter what happens we need to find resources to 
ensure the care. Two years ago, we had only about 70 general practitioners offering antenatal care services 
– we need time to get used to such thinking.”  (Ministry of Health)
Healthcare providers
5. “There is a problem with transportation, but not in bigger cities. If there is a negative genetics test 
result and you need an expert, there is no place to refer her in Latvia…I know that there work only two 
doctors who are overloaded – if you get an appointment you are lucky, but it is not normal to rely on luck.” 
(Gynaecologist/Obstetrician, private sector)
6. “Antenatal, postnatal care in Riga and other bigger cities, concentration of maternal care providers is 
certainly larger than in rural regions.” (Midwife, Public sector)
7. “I work in Rezekne, Jekabpils, Daugavpils and Preili – in the private and public sector, in outpatient and 
inpatient care.” (Gynaecologist/Obstetrician, private & public sector)
8. “Latvia is a unique country where per 2 million inhabitants are 70 hospitals, simply not possible to afford 
things” (Anaesthesiologist & Reanimatologist, public sector)
Women
9. “To receive good quality ultrasound, you need to travel quite a distance and also to wait at least 2 months. 
Despite that, you need to face a long delay upon arrival.”
10. “Gynaecologist has long waiting list and long delay”; “Good specialists always have a long waiting list”
“For USG check-ups you need to go to Riga, because in Ogre there are only private services. Person without 
a private transport can face some problems”
11. “In my municipality, there are no obstetricians/midwives who could provide services to a high-risk 
pregnancy”
12. “With respect to childbirth, it was bad luck with the main doctor and due to the low interest and poor 
attendance it resulted in C-section. Complete ignorance even though I was the only woman in labour.”
All three respondent groups did not see waiting lists as a major problem in accessing 
adequate maternal care but agreed that they become a problem for necessary care 
during the maternal period outside obstetrics (e.g. for endocrinology). Healthcare 
professionals suggested that the waiting lists might be shorter at private providers and 
that in urgent specialised care (e.g. child genetics) there are only few professionals and 
timely access depended on luck. Some women identified delays in the schedule of 
maternal care providers of one to two hours (see Table 4.2, quotation 2-3, 5, 9-10). 
Shortage of healthcare staff is, according to healthcare professionals and decision-
makers, an important problem in Latvia, especially in rural areas and public inpatient 
care. A few women agreed that skilled maternal care providers in inpatient care were 
lacking, especially during night hours. Decision-makers noted that the human resource 
problem is increasing due to the emigration of highly trained or qualified professionals. 
They also explained that maternal care providers are switching from the public to the 
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private sector, as well as from rural to urban areas and from inpatient to outpatient care. 
The healthcare professionals pointed out that Latvia has too many hospitals (about 70 
hospitals for fewer than 2 million inhabitants), but only 18 have childbirth departments. 
At the same time they argued for the need to concentrate the provision of maternal care 
to increase the availability of (human) resources and to maintain childbirth case volume 
standards of at least 700 per year. Two gynaecologists from East Latvia (which has plenty 
of rural areas) said that they work in multiple towns to increase the availability of their 
services in that region. Healthcare professionals and decision-makers agreed that the 
involvement of general practitioners would improve the availability of human resources 
(see Table 4.2, quotation 4, 7-8, 11-12). 
Appropriateness
None of the healthcare professionals and decision-makers identified problems related 
to conditions in healthcare facilities. Most women-respondents were also satisfied 
with the facility conditions and the perceived skills of healthcare professionals. A few 
women indicated that some facilities needed renovation and suggested that some 
(publicly funded) gynaecologists and midwives lacked skills and knowledge in case of 
complications or high-risk pregnancies. Furthermore, eight out of 50 women stated 
that their personal connections helped them to receive better and faster maternal 
care. These women highly differed in their characteristics, i.e. education (high school 
- bachelor), household income (€251-€3000), health complications, type of childbirth 
and number of antenatal check-ups (3-25). Decision-makers claimed that the national 
Health Inspectorate reported inadequacies in childbirth services and gynaecology/
obstetrics outpatient care. They said that the improvement of the quality of childbirth 
services has been their priority (see Table 4.3, quotation 1, 12-15).  
Decision-makers explained that antenatal care in the public and private sector is 
provided according to Regulation No 611, which sets out the minimum standard for 
antenatal and postnatal care. This includes a checklist of routine procedures for each 
visit. Furthermore, each facility has protocols for childbirth care. There are also various 
guidelines and tools developed in collaboration with WHO Europe and specifically 
adapted for Latvia, such as the maternal nutrition guidelines and the healthcare quality 
assessment tool. Healthcare professionals and decision-makers agreed that there is a 
need for better compliance with standards and protocols, and for making guidelines 
mandatory (see Table 4.3, quotation 4-5, 8, 11).
Another quality-related problem that emerged in the study is related to patient data. 
Healthcare professionals saw women in labour coming from other providers without 
appropriate patient files and health information, which created a potential threat to 
women’s health. Problematic cases such as these were discussed in the meetings of the 




Table 4.3: Participant quotes about appropriateness of maternal care
Decision-makers
1. “The Health Inspectorate is the only institution in Latvia which receives and deals with patient complaints. 
Most complaints are about childbirth services, about gynaecologists that people are not satisfied with… 
Maternal death I cannot imagine being unregistered or misrepresented in Latvia, because there is an 
investigation of each case that takes place.” (WHO Latvia)
2. “This is something that I totally do not support in the situation of Latvia that there are such paid contracts 
made between the doctor and woman and that might have an influence on quality.” (WHO Europe)
3. “To deliver good quality, an institution should deliver a minimum of 700 births per year. There are many 
institutions that cannot reach the 700 births.” (Management of Maternity House, public sector).
4. “Regulation No 611 is a standard, no doubt. Guidelines are not obligatory, they are a suggestion and a 
support in decision-making. We cannot judge in cases where guidelines have not been used – it is not 
mandatory at the moment…If we are looking at maternal death causes then actually there are many socio-
economic causes. There were also a few maternal deaths with indirect maternal causes, such as flu, HIV and 
suicide.” (Ministry of Health)
5. “Lacking are guidelines for different pathologies. We are adapting, but it is more depending on – the more 
I know myself, the more I will be able to adapt.” (Management Gynaecology/Obstetrics clinic, private sector).
Healthcare providers
6. “Providers in the private sector are not going to be the worst. Quality differs based on how much each 
of us wants to know. Many are surviving on knowledge received 20 years ago and continue to work in this 
manner and we see that very well.” (Gynaecologist/Obstetrician, public sector).
7. “Besides, women also have a feeling that they can buy quality. You can choose your doctor freely and if 
you are not satisfied with any quality aspects, you can change a provider.” (General Practitioner, does not 
provide maternal care)
8. “Our re-certification is every five years and we have good association which offers seminars that are 
very interesting and we are also offered various guidelines, but they are not mandatory.” (Gynaecologist/
Obstetrician, public sector)
9. “Quality is also affected by the volume of patients and the fee per patient you receive.” (Gynaecologist/
Obstetrician, private sector)
10. “We are quite a small population and we also have few births in absolute numbers. Therefore, every 
single maternal death case makes the statistics look catastrophic.” (General Practitioner, does not provide 
maternal care)
11. “Every guideline in nature is a recommendation. Also, the gynaecologist and obstetrician association is 
developing and updating them, but unfortunately it is not a normative act from the ministry, which would 
put the responsibility on me.” (Midwife, public sector)
Women
12. “I was not satisfied with publicly funded gynaecologist’s and midwife’s attitude and skills. Might have 
been sufficient for a physiological pregnancy, but not in case of complications.”
13. “During childbirth safety procedures were not ensured (my partner heard midwives speaking of some 
medical equipment). After childbirth child developed an infection due to inadequate care. Inpatient care 
facilities were outdated (Soviet time), depressive and not comfortable.”
14. “I was not appreciated by the doctor. In those five days he ignored me, did not come to check-up during 
discharge, only in a rough manner took out the stiches and gave rude instruction to not get pregnant within 
two years.”
15. “In Daugavpils hospital, they did not want to do a C-section even after 30h in pain, luckily mother in law 
had connections in Kraslava hospital. The director called them and asked to rescue us. Unfortunately, due to 
the long waiting, my daughter got some movement complications.”
their care while not risking to lose their reputation. Decision-makers said that institutions 
with lower case volumes (less than 700 births per year), especially in rural areas, might 
also have problems with inexperienced staff, which might undermine quality of care (see 
Table 4.3, quotation 3). They suggested that institutions with low case volumes should 
in principle be closed.
Healthcare professionals and decision-makers agreed that the procedures related to the 
registration of pregnancies, childbirths and maternal deaths are very accurate. Decision-
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makers described a few isolated cases of avoidable maternal deaths caused by absence 
of or inappropriate care, e.g. due to the absence of antenatal care and attendance during 
birth, insufficient capacity and resources, poor diagnostics, and logistic problems with 
urgent blood supply. Healthcare professionals and decision-makers also explained that 
Latvia has implemented a confidential inquiry program to investigate maternal deaths 
that identifies reasons behind maternal deaths and possible insufficiencies in care (see 
Table 4.3, quotation 4, 10). 
Healthcare professionals and decision-makers noted that healthcare providers need 
recertification every five years and are obliged to follow training and various seminars to 
stay up to date. However, healthcare professionals indicated that not all maternal care 
providers are motivated to improve their skills, and some continue practicing based on 
the knowledge obtained 20 years ago. According to healthcare providers, this can also 
be seen in the private sector even though private providers rely on patient payments (in 
case they do not contract with the state). However, some healthcare professionals and 
decision-makers thought that women feel they can buy maternal care quality, i.e. rather 
pay than take the chances of receiving inappropriate care (see Table 4.3, quotation 2, 
6-9). This notion was confirmed by women-respondents. 
 
Affordability
Healthcare professionals and decision-makers indicated that salaries of maternal care 
providers in Latvia are low and, to improve their salaries, health professionals often 
switch from public inpatient care to private outpatient care. They also claimed that 
women receiving maternal care in the public sector have been exempted from (official) 
patient charges, although they still have to cover the cost of medications (to some 
extent) if needed and transportation (see Table 4.4, quotation, 1, 3-5, 7). Almost half of 
the women-respondents informed us that they paid OOP charges for maternal care (ca. 
€ 200 in total on average), which for one woman amounted to € 1500. The rest of the 
women in this study paid nothing or only a minimal fee. Only two women claimed that 
the payment obligations resulted in an underutilisation of maternal care.  
All three respondent groups explained that women who have their yearly check-ups with 
a private gynaecologist are more likely to remain with the same provider during their 
pregnancy, in which case they have to pay, unless the private provider has a contract for 
government funding. Women are free to opt for private care but healthcare providers 
indicated that the overall ability to pay in Latvia is rather low. According to one of the 
decision-makers, there is a demand for private providers because women are willing to 
invest in safe pregnancies and childbirths (see Table 4.4, quotation 7-9).
Decision-makers indicated that public maternal care providers or private providers with 




this amount had increased almost four-fold in recent years, it is still lower than the one 
asked for in the private sector, which is why some private providers still resist contracting 
with the public sector. In addition to antenatal visits, women in the private sector pay for 
all tests and ultrasound examinations. Prices vary per provider and are based on services 
utilised, but one vaginal childbirth, as indicated by providers, could cost around € 500-
1000. Decision-makers explained that, to break even, public inpatient service providers 
have to sell extra services such as private/family rooms (€ 60 per night). Women may 
also contract either an obstetrician (€  600) or a midwife (€  450), so that these are 
present during birth. Women confirmed purchasing such services. Additionally, women-
respondents said that they paid for anaesthetics during birth, additional tests outside the 
scope of maternal care, medications and travel costs (see Table 4.4, quotation 2-3, 6, 12).
Healthcare professionals and decision-makers agreed that overall and even informal 
OOP payments in maternal care have decreased even more due to the latest (2012) 
State Maternal Care Program “Money follows pregnant women”.  However, there is still 
Table 4.4: Participant quotes about affordability of maternal care
Decision-makers
1. “I know that some obstetricians leave hospitals because they get paid less than what they have to pay their 
babysitter - that is they go to some outpatient clinic where they can earn more. I believe there is much less 
OOP and under-the-table payments. There is still that attitude that is being shown with bringing flowers for 
example.” (WHO Europe)
2. “Contracting obstetrician is 600 euros, midwife 450 euros, private room per night 60 euros. We need to 
sell these services to break even. In case of postnatal complications, we hospitalise mother and baby free of 
charge.” (Management of Maternity House, public sector)
3. “In our clinic, antenatal care visit is 35 euros, if you have contract with government –  reimbursement is 
22 euros. If a woman needs endocrinologist, they have a 6-month waiting list in the public system and if a 
woman does not want to pay privately she has a risk during childbirth and to her child. If woman has ability 
to pay she knows where she invests.” (Management Gynaecology/Obstetrics clinic, private sector)
4. “Additional charge for contracts with midwives and gynaecologist is really for the extra service I think – for 
smile, for communication, additional time and politeness.”  (WHO Latvia)
5. “Woman is free from patient charges during pregnancy week 2-42 in public system. Home-birth 
is currently not reimbursed – these services are more expensive. Private gynaecologist can contract 
government program “money follows pregnant woman.” (Ministry of Health)
Healthcare professionals
6. 30 euro per antenatal care visit, additional tests about 100 euros in total…I think to some extent informal 
payments exist in public and private sector” (Gynaecologist/Obstetrician, private sector)
7. “There is a governmental program that ensures free of charge maternal care since 2012. Not all 
gynaecologists participate in this program and women that have regularly been for yearly check-ups to a 
private doctor are most likely to stay with the same provider during the pregnancy.” (General Practitioner, do 
not provide maternal care)
8. “Visiting private provider for which you have to pay is a free choice of a woman.” (Gynaecologist/
Obstetrician, public sector)
9. “Latvia is a very stratified society. I read once that 2700 houses in Latvia do not even have electricity 
supply.” (Anaesthesiologist & Reanimatologist, public sector)
10. “I think informal payments are not required for better quality services, but more as a tradition of showing 
gratitude which has been there for decades.” (Midwife, public sector)
Women 
11. “Paid informally for childbirth services, after the service provision, made fruit bowl and a card as a 
gratitude for helping with giving birth to the baby.”
12. “Epidural anaesthetics -220€, oculist - 4,27€, Rheumatologist (4 visits) ~100€, Blood test ~ 20€, Glycose 
test - 4€, Ultrasound pictures - 25€, cost of transportation ~50€.”
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Table 4.5: Participant quotes about approachability of providers & acceptability of maternal 
care
Decision-makers
1. “There are myths with incorrect information that you are struggling with and the healthcare professional 
in his 20 minutes does what he can do. Grūtniecība.lv is a governmental website containing good 
information about pregnancy.” (WHO Latvia)
2. “I can say that the attitude is and has always been an issue. It has improved tremendously, that is no 
doubt.” (WHO Europe)
3. “The poor attitude or communication does not affect health directly but psychological and emotional 
influence there is.” (Management of Maternity House, public sector)
4. “We were fighting multiple times with the Ministry of Education to re-introduce health education in 
schools. Example: baby is crying in nights, not gaining weight and mother is breastfeeding. Who could even 
imagine that the first milk, which is the most nutritious and important she pumps and throws out and then 
continues breastfeeding with the watery milk.” (Ministry of Health)
5. “Of course, there are women who are socially and economically deprived and not educated – then they 
are not utilising antenatal care and these are the unplanned and acute cases.” (WHO Latvia)
6. “Women have access to good informative websites, magazines evidence-based, WHO has been involved. 
We speak here about an average, women within the society, but there are women without smartphone 
without any interest to read whatsoever.” (WHO Europe)
Healthcare professionals
7. “I do not think it is the problem number one, but it still an important problem. Provider needs to be 
interested in what he is doing, it is not really dependent whether it is private or public provider – we see this 
problem in both sectors.” (Gynaecologist/Obstetrician, private sector)
8. “From all women I see, maybe 20% are physiological pregnancies, the rest are with complications 
and visits take longer time, I spend at least 30 minutes while government standards are 20 minutes.” 
(Gynaecologist/Obstetrician, Public sector)
9. “If simultaneously it is necessary to fulfil functions of social worker or phycologist – in general it is not 
our competency, but how much time do I need to address to (let’s take the easiest example – smoking).” 
(Midwife, public sector)
10. “Most problematic cases are related to education level and socio-economic status - there are such 
women who come for childbirth drunk and the next day do not understand it is her child.” (Gynaecologist/
Obstetrician, public sector)
11. “Often, we face no interest about herself, her body and her health (to mention the smoking again).” 
(Midwife, public sector)
Women
12. “Attitude was good, gynaecologist listened to me, gave advice. When I gave birth, specialists were 
supportive and encouraging.”
13. “After C-section, nurses were very impolite, even midwives were strict, careless and did not 
communicate.”
14. “Very good attitude from all providers, despite one incident when in one morning in I went to Stradins 
hospital where the doctor was very rude and in a bad mood. I was surprised that it is a young doctor in 
residency who already hates night shifts.”
15. “Not that I did not receive services, but according to me I received inadequate comments from General 
Practitioner who told me ‘do you really need that many children’, also judging my family status (we were not 
married). 
16. “In period when a woman is expecting a child, it is important to feel safe about her and her child’s health, 
to feel taken care of.”
17. “Important to know that with me and my unborn child everything is ok. Was important that my baby is 
born healthy. There were no services that were unnecessary.”
18. “During pregnancy, all information I received from my gynaecologist, but what I did not understand 
found in online forums where mums are sharing their experience. In post-natal period, big support received 




gratitude being shown by patients to staff by giving small gifts in kind, especially after 
childbirth. Most women noted that they did not provide any informal payments but a few 
women reported giving small gifts in kind as a token of appreciation for friendly attitudes 
and good services (see Table 4.4, quotation 1, 6-7, 10-11).  
Approachability
Healthcare professionals and decision-makers claimed that the attitudes and 
communication skills of maternal care providers are an important problem in Latvia, 
although they had improved tremendously in recent years, partly due to better 
financial incentives and more rights to patients. Decision-makers added that women 
are free to choose their provider and are encouraged to request appropriate attitudes, 
communication and information. However, all respondent groups also opined that 
attitudes and communication still have much room for improvement, since they might 
affect women psychologically and emotionally (see Table 4.5, quotations 2-3, 7, 12-15). 
These two groups of respondents also noted that poor attitudes and communication 
might be related to the overall motivation and attitudes of healthcare professionals 
towards their work and not only to their rates of reimbursement. However, they also 
pointed out that providers’ socio-economic situation and long working hours across 
multiple jobs are bound to affect attitudes and communication. In this area, there are 
no strict guidelines or controls, but, as noted above, women are free to change their 
maternal care provider when they are not satisfied with them (see Table 4.5, quotation 
1, 8).
Decision-makers indicated that, perhaps in order to avoid the possible risk of experiencing 
poor attitudes and communication during childbirth, women sign contracts with 
obstetricians and midwives. In this way, their impression is that women feel that they 
have done a great deal to ensure support in case of any emergencies or complications. 
The general expectation is that attitudes, communication and attention are better in the 
private sector, but one decision-maker pointed out that, due to the overall economic 
situation in Latvia, most women will continue utilising public maternal care services (see 
Table 4.5, quotation 3). 
With respect to the provision of information, healthcare professionals claimed that it is 
difficult to provide sufficient information to women in the 20 minutes allocated per visit, 
especially if it is a high-risk pregnancy. They explained that sometimes there are social 
and psychological problems to discuss, such as smoking and alcohol consumption, 
which are not their areas of expertise, but are still important for the pregnancy. Decision-
makers indicated that there is an interactive online source of information [“grutnieciba.
lv”] provided by the government and maternal care providers, which provides women 
with essential information about pregnancy. However, there is also plenty of misleading 
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information in the general media and the women’s social networks (see Table 4.5, 
quotation 1, 8-9). 
Most women were overall satisfied with the attitudes, communication and information 
from healthcare providers during their maternal period. Only a few women reported 
negative experiences in this respect with maternal care providers in inpatient and 
outpatient care. In contrast, none of the women who reported utilising maternal care 
in the private sector mentioned negative experiences with the providers’ attitudes or 
communication (see Table 4.5, quotation 12-15).
Acceptability 
Healthcare providers noted that maternal care providers often get the blame for women’s 
health outcomes, despite the fact that women are also responsible. They pointed 
out that some women are lacking (health) literacy and awareness about the need for 
maternal care, and some women have reportedly little to no interest in their bodies 
and health during the maternal period. Healthcare providers also noted problems such 
as smoking, illicit drugs and alcohol use. A manager of a private maternal clinic shared 
that, since they started contracting for public funding, they provide services to women 
from various socio-economic groups, including those with lifestyle-related problems. 
Healthcare providers also claimed that there are women who arrive for childbirth drunk 
and unaware of the situation, or women who refuse to receive antenatal care. They also 
noted that there are women who refuse ultrasound examinations, thinking it will harm 
their babies (see Table 4.5, quotation 4-6, 10-11). 
Healthcare professionals and decision-makers noted that there is much information 
available for women in the maternal period (e.g. on websites or in magazines) if they are 
interested in reading it. They found that the overall situation has improved because young 
women read online sources and communicate with peers about their experience during 
pregnancy. However, they must also be able to filter which information is adequate. 
Healthcare professionals pointed to the need for improving women’s (health) literacy 
and overall socio-economic status (see Table 4.5, quotation 4-6, 10).
All women-respondents except one claimed that all maternal care services were 
important, not only for their and their baby’s physical health, but also for psychological 
and emotional support. Women said they received a lot of information from their 
maternal care providers and this helped them during their maternal period. Overall, 
women gained the necessary information from a mix of sources, including the internet, 
books, courses, healthcare providers and peers from their social network. None of 
the women mentioned any other barriers related to culture, family traditions, religion 
or gender relationships, which hindered them from utilising any of the maternal care 





As indicated by our results, women in Latvia find it important to receive adequate maternal 
care which includes appropriate provider attitudes and clinical quality. Assuring such 
care can be challenging even for well-off and better-informed women, but even more 
so for less informed women and women who cannot afford care in the private sector 
and whose choice is limited to publicly funded services. Geographical distance can also 
be problematic to some extent in rural population groups and high-risk pregnancies, 
due to the urbanisation of care and the related time and traveling costs involved.
In line with what has been described in the literature,37,105 the stakeholders in our 
study confirmed that affordability of maternal care is generally not a problem in 
Latvia. Affordability might become problematic when a woman during her maternal 
period requires care outside the maternal care sector.100 Nevertheless, there are clear 
inequities in being able to afford (maternal) care in the privately financed sector. All three 
stakeholder groups perceive maternal care in the private sector to be of good quality. 
Currently, about 70-85% of antenatal care is by private providers, although women do 
not have to pay if these providers have contracts for public funding. 
The participants in our study also noted social problems, as also identified by some 
other studies,100,109 such as little interest in one’s own health and poor health literacy 
(e.g. not using antenatal care or not treating existing infectious diseases), combined with 
lifestyle-related problems, as factors in not seeking maternal care. This underutilisation 
is also related to the absence of sexual health education in schools and poor family 
planning.35,109 All women in our study indicated the importance of maternal care services, 
but this may reflect selection bias, as they were members of on-line discussion groups, 
and thus might be more interested and eager to be informed than other women in Latvia. 
Overall, our findings suggest that many sources are being used to gain information 
during the maternal period. It is however important to stimulate the use of adequate 
sources such as the government online resource “grutnieciba.lv”, which aims to provide 
women with trustworthy information.107
In terms of human resources, the stakeholders mentioned an increasing shortage of 
maternal care providers, especially in rural areas and public inpatient care facilities. In 
order to improve the availability of human resources, participants pointed to the need for 
greater involvement of midwives and general practitioners in the provision of maternal 
care. According to the literature, the lack of human resources in healthcare is the result of 
the emigration of highly trained and qualified professionals and urbanisation trends.100,102 
With the high quality of medical education and low wages, Latvia is witnessing a brain drain 
and has become a sender country of healthcare workers, resulting in a serious deficit in 
gynaecology. The total number of healthcare workers decreased by 14% (nurses -19%, mid-
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level specialists e.g. midwives -16%) in the period from 2009 to 2014, while the population 
of Latvia decreased by about 8%. In addition, there is a concentration of healthcare workers 
in the capital city of Riga (about 60% of doctors). To improve service availability, since 2015 
state-funded residency places are given priority if there is an agreement to start employment 
at a medical institution outside Riga. In return, after completing the residency, medical 
doctors are required to work for 3 years in a state or municipal medical institution.114,115 
The literature points to concerns over the appropriateness of maternal care (in particular 
inpatient care), including an insufficient use of medical guidelines.100 The results of our 
study suggest that not all providers were aware of the existence of certain medical 
guidelines, such as bleeding in the postpartum period, which are available on the website 
of the Obstetrics Association.116 This may indicate inability or reluctance to use existing 
resources.56 The highest volume of complaints that the national Health Inspectorate 
receives relates to inpatient care for childbirths. Our study suggests that clinical quality, 
professional skills and attitudes towards women differ among providers. While minimum 
quality standards in maternal care are regulated by law, many women carefully consider 
where to use maternal care and some even sign (paid) contracts with maternal care 
providers to avoid poor attitudes and low clinical quality.105 Although maternal care 
providers have to undergo re-certification every five years, our study suggests that 
certain providers practice outdated knowledge and principles. Decision-makers and 
women showed consensus that the low salaries in the public (inpatient) care system 
may also undermine the motivation of maternal care providers to provide appropriate 
services, which might be one of the reasons why women believe that maternal care 
in the private sector is better. News articles report that gynaecologists/obstetricians 
working in inpatient care received about €5.20 per hour, while midwives received only 
€3.15 per hour before taxes. Since 2018, their salaries have increased to €10 per hour to 
gynaecologists/obstetricians and €5 per hour to midwives.104,117,118 
Although this study focuses on Latvia, it is relevant for data collection in other countries. 
Our results show the importance of micro-level indicators, such as the use of clinical 
guidelines, provider knowledge, provision of care, communication and attitudes, and 
health literacy. In addition to already existing macro-level indicators, these micro-level 
indicators should be taken into account for a comprehensive evaluation of the provision 
of maternal care. The study results are also relevant for countries with similar contextual 
factors, such as many countries in Eastern Europe where maternal care problems 
might remain concealed by comparatively good macro-level indicators. Access-related 
problems similar to the ones found in our study have been reported in Serbia, Russia, 
Ukraine, Bulgaria, Georgia and Albania, including geographical barriers, a shortage of 
skilled staff, inadequate attitudes of health professionals, and poor quality of care.53,113 
In all countries, it is important to consider factors that influence women in utilising 





The mixed-methods research design allowed us to capture a detailed picture of 
this under-researched topic, but makes it difficult to generalise findings. To mitigate 
researcher bias, a group of experienced researchers was involved in the development of 
the online questionnaire and the interview guide; we also checked the face validity of 
both research instruments. The recall bias was avoided to a certain degree by including 
only women who gave birth in the past 4 years, as well as stakeholders who were directly 
involved in maternal care decision-making or provision. Our study only included women 
who were members of Facebook “mommy” groups, which, as discussed above, might 
give rise to selection bias. Moreover, since this study has a qualitative nature and design, 
it might be that not all groups of women are well represented. Finally, an important 
advantage of our study was the possibility to triangulate the opinions of the three 
stakeholder groups, which allowed for validation. 
4.5. CONCLUSIONS 
This study explored stakeholder views on access to adequate maternal care in 
Latvia, distinguishing five access domains: availability, appropriateness, affordability, 
acceptability and approachability. It identified access barriers related to a shortage of 
human resources, insufficiencies in maternal care quality standards, health literacy in 
women (knowledge of behaviour during maternal period and the importance of maternal 
care services) and inequalities across population groups. There are also problems with 
the application of clinical guidelines and inequalities in providers’ knowledge and the 
care provided, especially in emergency situations. Addressing these factors could help 
to improve access to adequate maternal care.
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Eastern European health system indicators (number of health workers and care coverage) 
suggest well-resourced maternal care systems, but maternal health outcomes compare 
poorly with those in Western Europe. Often, poor maternal health outcomes are linked 
to inequities in accessing adequate maternal care. This study investigates access-related 
barriers (availability, appropriateness, affordability, approachability and acceptability) to 
maternal care in Romania, Bulgaria and Moldova.
Methods
This cross-country study (N=7345) is based on an online survey where women who 
received maternal care and gave birth in 2015-2018 in Bulgaria (N=4951), Romania 
(N=2018) and Moldova (N=376) provided information on their experiences with the 
maternal care received. Regression analysis is used to identify factors associated with 
accessing maternal care across the three countries. 
Results
Results show high rates of C-sections and a low number of antenatal and postnatal care 
visits, which indicates problems in the provision of appropriate care. Informal payments 
and use of personal connections are common practices. Formal and informal OOP 
payments create a financial burden to women with health complications. Women who 
have health complications, women who have a C-section and those who give birth in a 
public facility and have fewer antenatal check-ups are more likely to face access-related 
barriers. 
Conclusions
This study identifies various barriers to accessing adequate maternal care in Romania, 
Bulgaria and Moldova. More attention needs to be paid to the appropriateness of care 
provided to women with complicated pregnancies, who have a C-section, give birth in a 
public facility and those who receive less antenatal care.
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5.1. INTRODUCTION
Previous Chapters in this dissertation have shown that Europe is a minor contributor to 
the global maternal mortality burden, but also that the problem is still more common 
in Eastern than in Western Europe. MMR point estimates in Europe in 2017 ranged from 
2 per 100,000 live births in Italy , Poland and Norway to 60 per 100,000 live births 
in Kyrgyzstan 5. Despite macro-indicators that suggest well-designed maternal care 
systems,53 Romania and Moldova have a much higher estimated MMR (19 deaths per 
100,000 live births in 2017) than Bulgaria (10 deaths per 100,000 live births in 2017).5 
Previous Chapters also emphasised that receiving adequate maternal care is key in 
reducing maternal mortality and that the actual allocation of financial and human 
resources, the appropriateness of care and access to it are problematic in Eastern 
Europe.5,53,119 The UK Care Quality Commission maternity care survey and the state-
based surveys in Australia, Victoria, focus on women’s experience with antenatal, birth 
and postnatal care.120,121 However, no such national surveys exist in Eastern European 
countries like Bulgaria, Moldova or Romania.
In Bulgaria and Romania, unmet needs for medical care due to financial reasons 
suggest access-related problems across all income quintiles.108 Patients in Bulgaria face 
exceptionally high OOP payments, amounting for 48% of total health expenditure in 
2015.108 In Romania, OOP payments are also widespread.108,122 Romania and Bulgaria 
also have some of the lowest numbers of nurses per capita in the EU, while Romania 
also has a very low number of physicians.108,119 Travel distance, outdated infrastructure, 
gaps in population coverage, challenging access to pharmaceuticals and fragmented 
availability of medical staff in Bulgaria and Romania result in unequal access to medical 
services, especially for low-income groups.108,119 These shortcomings are associated with 
poor health outcomes, especially among pregnant women.108 Moldova’s health system 
is facing similar challenges. Insufficient medical personnel in most rural areas as a result 
of brain drain and insufficient ultrasound equipment reduce access to maternal care.45,123 
According to a previous study, 61.6% of all patients in Moldova make informal payments 
voluntarily and 23.2% are requested to pay informally by medical staff, illustrating that 
informal payments remain a widespread problem.123,124  
Following the study results presented in Chapters 3 and 4, this study examined barriers 
to access to adequate maternal care in Romania, Bulgaria and Moldova. These countries 
were chosen for their broadly similar background (as Romania and Bulgaria are part of 
the EU and Romania and Moldova have strong cultural similarities), level of economic 
development, deficiencies in funding and organisation in maternal healthcare, but 
differing MMR estimates. As the previous Chapters 2-4, also this Chapter follows the 
framework of Levesque et al. illustrated in Chapter 1, Figure 1.1. This study employs all 




appropriateness, affordability, approachability and acceptability 15. The purpose of this 
study was to identify and compare barriers to accessing adequate maternal care in 
Romania, Bulgaria and Moldova and to explore the association between access-related 
indicators and various demographic characteristics and health status.
5.2. METHODS
Similar to the methodological approach of described in Chapter 4, we used data 
collected during a two-week period in March 2018 through an online survey among 
women in Romania, Bulgaria and Moldova who were members of so-called ‘mommy’ 
groups on Facebook. 
In order to find ‘mommy’ groups on Facebook, keywords such as ‘mothers’ (mame/ 
мама), ‘mommies’ (mămici/майки), and ‘babies’ (bebeluși/бебета) were used. For an 
advanced search, these keywords were used both in English and in Romanian/Bulgarian. 
Furthermore, these terms were searched by country, city and region in order to achieve 
a better geographical representation and cover as many regions of the three countries 
as possible. 
Similarly as in Chapter 4, eligible respondents were those who had given birth in these 
three countries in the preceding four years and had received maternal care. A recall 
period of four years was considered to be appropriate because the literature suggests 
that women can well recall the childbirth experience even 5 years after the birth 125. 
Before enrolling the survey and at the beginning of the survey, it was emphasized to 
participants that they were asked to provide information on the experience during the 
last pregnancy, birth and postnatal period. The invitation to the survey, along with a link 
to the online questionnaire, was shared in Facebook ‘mommy’ groups by Romanian, 
Bulgarian and Moldovan data collectors who had asked the permission of the groups 
in their country to become a group member. The respondents were enrolled through 
self-administration. Given the timeline of messages in social media, one reminder to 
participate was sent to each Facebook ‘mommy’ group after one week of the survey 
being active. At the end of the second week, the survey was automatically deactivated. 
We could not repeatedly send reminders because this would have overburdened 
Facebook ‘mommy’ groups. 
This type of online data collection has been recognised as a time- and cost-efficient 
way to facilitate the inclusion of a large number of potential participants. It also provides 
the participants with a high level of anonymity, as they take part in the survey without a 
personal invitation.126,127
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The online questionnaire consisted of closed questions which cover the general 
demographic characteristics of the respondents, information on their maternal health 
condition and their experience with maternal care during the last childbirth related to 
the five groups of access indicators according to the framework of Levesque et al. (see 
Appendix D1).15 The questionnaire was developed in English and validated in the study 
described in Chapter 4. To enable the participants to fully understand the questions and 
decrease a potential information bias,128 the questionnaire was translated into Bulgarian 
and Romanian by the data collectors who were bilingual (English and Bulgarian/
Romanian). 
Survey question categories with only a limited number of observations were merged 
in order to create sufficient power to identify effect sizes in the analysis (see Appendix 
D2-D5). Descriptive statistics were calculated for all dependent variables (access-related 
indicators) and independent explanatory variables (socio-demographic and health 
characteristics) for the three countries. Independent variables have no missing values, 
while for the dependent variables missing values are reported in the results section. 
Binary logistic regression analysis was carried out for access to adequate maternal care to 
test which dependent variables are associated with the general sample characteristics.127 
Dependent variables are related to four out of five access-related indicators: availability, 
appropriateness, affordability and approachability of care. Variables related to the fifth 
access-related indicator, acceptability, showed virtually no variation and were therefore 
excluded from the regression analysis. The explanatory variables included were: age, 
education, number of children, civil status, income, presence of health complications, 
utilisation of public or private sector, as well as time, place and type of the last childbirth 
(see Appendix D2-D5). In particular, the number of children was included to check if 
prior experience with maternal care influenced the women’s answers.
5.3. RESULTS
The results are based on 7345 responses by women who participated in Facebook 
‘mommy’ groups in Romania (n=2018), Bulgaria (n=4951) and Moldova (n=376) and gave 
birth in 2014-2017. Responses from those who did not confirm agreement to participate 
in the study were excluded (60 responses from Bulgaria, 31 from Romania and 3 from 
Moldova). Furthermore, responses that included missing values in any of the 12 questions 
on general characteristics were excluded from the final sample. In total, these were 155 





General characteristics of the sample, maternal health and use of 
maternal care in Romania, Bulgaria and Moldova.
Table 5.1 presents the main characteristics of respondents in the three countries. 
Spearman’s correlation coefficients suggest no strong correlation between these 
variables (correlation was between -0.4 and 0.4). Across the three countries, women 
were similarly distributed among the defined age groups, with the majority (40.8%-
49.5%) being 25-29 years old. The women varied in their education level, but most 
(71.3%-97.3%) had acquired a higher level of education (college and higher). The majority 
(57.2%-65.4%) had one child, while very few (3.2%-8.5%) had three or more children. 
In Romania and Bulgaria, the majority of women (40.6% and 45.7%) had an income in 
the €501 - €1000 category, while in Moldova the majority (43.4%) had an income in the 
range of €251 - €500. Finally, 96.7-97.2% of women in the three countries lived together 
with a spouse or partner. 
Table 5.1 also presents data on the characteristics of respondents’ maternal care use 
and health status during the maternal period. Most women in all three countries (77.2% 
- 80.5%) had the last childbirth within the two previous years. For most (67.3%-83.8%), 
the last childbirth took place in a public institution. In Bulgaria, women more often gave 
birth in private institutions (32.1%) than in Romania (14.6%) or Moldova (16%). In the three 
countries, 26.6%-34.8% of women experienced health complications during their last 
maternal period. C-section was reported at an extremely high rate in Romania (61%) 
and Bulgaria (53%), while in Moldova the rate was markedly lower (19.9%). The data also 
show a variation in antenatal visits across the countries. In Moldova, 61.5% of women 
had fewer than 7 antenatal visits, while in Romania this percentage stood at 32.5% and 
in Bulgaria at 16.4%. Finally, 13.4-18.7% of women in the three countries reported not to 
have received any postnatal care.
Indicators related to access to adequate maternal care in Romania, 
Bulgaria and Moldova. 
With respect to availability, women in Moldova seem to experience the most barriers 
compared to Bulgaria and Romania. Women from all countries (33.4-57.2%) and 
especially from Moldova (57.2%) found the shortage of staff to be the most prevalent 
problem of care availability. In addition, 19.6-51.9% of women experienced barriers 
related to waiting lists, referrals and facility opening hours, with the highest rates in 
Moldova. Unavailability of adequate maternal care due to time, transportation and 
distance was slightly less prevalent, but still a meaningful barrier to 15.1-25.3% of the 
women in the three countries (see Table 5.2). 
In terms of appropriateness of maternal care, women assessed how satisfied they were 
with provider skills during the maternal period, as well as with the conditions of and 
equipment in maternal care facilities. With respect to provider skills, it seems that women 
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Table 5.1: General characteristics of the sample, maternal health and the use of maternal care 
in Romania (N=2018), Bulgaria (N=4951) and Moldova (N=376)
Romania n(%) Bulgaria n(%) Moldova n(%)
General sample characteristics
Age at last childbirth:
24 years or younger
25-29 years
30-34 years














Lower than High school 
High school
Some college or Bachelor’s degree













Civil status (values 0-1):










































Characteristics of maternal care use and health status
Time of last childbirth (values 1-5)
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Public facility
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in the three countries were most satisfied with care during childbirth (86.5-88.9%), 
and least satisfied with care during the postnatal period (58.8-74.7%). While during 
childbirth, women in the three countries were almost equally satisfied with provider 
skills, during the postnatal period, women in Bulgaria showed a much lower satisfaction 
rate (58.8%) compared to Romania (74.7%). The lowest satisfaction with provider skills 
during antenatal care was among women in Moldova (74.5%) compared to 86.5-87.9% 
in Romania and Bulgaria (see Table 5.2).
Affordability of maternal care varied highly across the three countries. The data show 
a high overall prevalence of informal payments (45.7-80.1%) and use of personal 
connections (34.3-63.8%) when utilizing maternal care. Even though informal payments 
and using personal connections are most prevalent in Moldova, they are also high in 
Bulgaria and Romania. 66.2%-78.6% of women from the three countries paid OOP for 
maternal care services. The highest financial burden was reported by women in Romania 
(43%) compared to Bulgaria (35.5%) and Moldova (22.2%) (see Table 5.2). 
Regarding approachability, women seem to be least satisfied with the communication 
and attitude of health workers during the postnatal period (52.9-77.4%) and most satisfied 
during childbirth (76.7-87.3%). Results from all three countries show that women were 
least satisfied with the provision of information from their maternal care providers during 
the postnatal period (55.8-67.6%) (see Table 5.2). 
In terms of acceptability, almost all women found it important to receive maternal care 
services in all maternal phases (91.6-99.7%). Nevertheless, the care acceptance rate, 
especially during the antenatal and postnatal period, was somewhat lower in Romania 
and Moldova compared to Bulgaria (see Table 5.2).
Regression analysis
Health complications during the maternal period and fewer antenatal care visits are 
significantly associated with barriers in the availability of adequate care in all three 
countries (i.e. shortage of human resources, geographical distance, time, waiting lists, 
transportation and facility opening hours). Similarly, with regards to appropriateness, 
having health complications during the maternal period and fewer antenatal care visits, 
but also giving birth in a public facility, are significantly associated with lower user 
satisfaction with provider skills and maternal care facilities (see Table 5.3 for illustration 
and Appendix D1-D4 for more details). 
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Table 5.2: Availability, appropriateness, affordability, approachability and acceptability of 











Experienced access barriers due to time, transport, distance 
(missing RO n=1, BG n=7, MD n=0)
304(15.1) 769(15.6) 95(25.3)
Experienced access barriers due to waiting lists, referrals or 
opening hours (missing RO n=6, BG n=7, MD n=0)
474(23.6) 969(19.6) 195(51.9)
Shortage of staff providing adequate maternal care (missing RO 
n=7, BG n=28, MD n=0)
791(39.3) 1646(33.4) 215(57.2)
Appropriateness
Satisfied with maternal care provider skills (antenatal period)
(missing RO n=0, BG n=7, MD n=0,)
1773(87.9) 4277(86.5) 280(74.5)
Satisfied with maternal care provider skills (childbirth)
(missing RO n=1, BG n=23, MD n=0,)
1744(86.5) 4383 (88.9) 330(87.7)
Satisfied with maternal care provider skills (postnatal period)
(missing RO n=6, BG n=42, MD n=1,)
1503(74.7) 2888(58.8) 235(62.7)
Satisfied with conditions and equipment at maternal care 




 (missing RO n=11, BG n=23, MD n=5,)
1329(66.2) 3875(78.6) 279(75.2)
Experienced financial burden  
(missing RO n=151, BG n=217, MD n=7)
802 (43.0) 1680(35.5) 82(22.2)
Provided informal payment 
(missing RO n=70, BG n=114, MD n=5,)
1229(63.1) 2202(45.7) 297(80.1)
Used personal connections
(missing RO n=2, BG n=5, MD n=0,)
692(34.3) 1898(38.4) 240(63.8)
Approachability
Satisfied with provider attitude and communication (antenatal 
period) (missing RO n=15, BG n=41, MD n=6,)
1710(85.4) 3728(76.0) 251(67.8)
Satisfied with provider attitude and communication (childbirth) 
(missing RO n=17, BG n=353, MD n=4,)
1747(87.3) 3524 (76.7) 312(83.9)
Satisfied with provider attitude and communication (postnatal 
period) (missing RO n=20, BG n=401, MD n=5,)
1547(77.4) 2405(52.9) 220(59.3)
Providers informed sufficiently (antenatal period)  (missing RO 
n=24, BG n=54, MD n=4,)
1594(79.9) 3883(79.3) 251(67.5)
Providers informed sufficiently (childbirth) (missing RO n=24, BG 
n=90, MD n=4,)
1539(77.2) 3726(76.7) 280(75.3)
Providers informed sufficiently (postnatal period)  (missing RO 
n=31, BG n=106, MD n=5,)
1344(67.6) 2704(55.8) 218(58.8)
Acceptability
Important to receive maternal care services (antenatal period) 
(missing RO n=19, BG n=47, MD n=5,)
1841(92.1) 4885(99.6) 347(93.5)
Important to receive maternal care services (childbirth) 
(missing RO n=20, BG n=65, MD n=8,)
1946(97.4) 4872(99.7) 365(99.2)
Important to receive maternal care services (postnatal period) 
















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Indicators related to the affordability of maternal care show that in all three countries 
having health complications during the maternal period is significantly associated with 
paying OOP, experiencing a financial burden, paying informally and using personal 
connections, while giving birth in a private facility is significantly associated to paying 
less informally and using fewer personal connections. Furthermore, having C-section is 
significantly associated with facing a financial burden, all forms of OOP payments and 
using personal connections in Romania and Bulgaria, but interestingly has the opposite 
association in Moldova. With respect to approachability, in all three countries women 
who had fewer health complications and a higher number of antenatal visits were more 
satisfied with the way providers approached them, while giving birth in a private facility 
increased the satisfaction during the postnatal period (i.e. attitude, communication and 
provision of information) (see Table 5.3 for illustration and Appendix D1-D4 for more 
details). As mentioned above, no regression analysis was performed on acceptability of 
maternal care, due to the lack of variation in the indicators in this category.
DISCUSSION
Our results identify several shortcomings in the use of maternal care in Romania, 
Bulgaria and Moldova, including high rates of C-sections, low numbers of antenatal and 
postnatal care visits, existence of informal payments and use of personal connections 
to obtain desired care. Women who have health complications, women who have a 
C-section and those who give birth in a public facility and have fewer antenatal check-
ups are more likely to face access-related barriers.
The most striking result is the extremely high rate of C-sections, especially in Romania and 
Bulgaria. Official statistics on the rate of C-sections are generally lacking. Nevertheless, 
previous empirical evidence is in line with our findings. Some sources suggest that in 
2015 in Bulgaria the rate of C-sections in public facilities was 35-45% and in private 
facilities 65-95%, while in Romania the overall rate of C-sections in 2012 was reported 
to be 41.2%.129,130 A study on C-sections in Romania suggests that financial incentives 
for healthcare providers, as well as women’s beliefs and fears, contribute to the high 
number of C-sections.130
Another important shortcoming identified in our study is the insufficient number of 
antenatal visits, especially in Moldova. WHO recommends a minimum of 8 antenatal 
visits and 4 postnatal visits for optimal maternal and new-born health outcomes.19,129 
While Moldova faces the highest barriers in the availability of maternal care among 
the three countries, the most problematic availability indicator in the three countries 
is the shortage of medical staff. We found that the perceived shortage of maternal 
care providers is associated with fewer antenatal care visits and the presence of health 
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complications. In other words, unsurprisingly, women with health complications find 
the shortage of staff more of a problem than women without complications. The 
shortage of staff (e.g. in rural areas) would result in some women having fewer antenatal 
care visits. The literature suggests that access to healthcare in rural areas in the three 
countries is especially poor, as healthcare professionals are reluctant to work in villages 
because of the lower standard of living compared to cities.27,108 The apparent shortage 
of physicians and nurses can also be explained by professionals emigrating to countries 
such as Germany, France and the United States that offer better working conditions and 
higher incomes.27,108 To address this problem, incentives for professionals to stay in the 
country or to work in rural areas could be considered.
Satisfaction with maternal care provider skills and conditions at facilities was more 
prevalent in the private sector. The low level of satisfaction with maternal care in the 
public sector can be explained by insufficient government investments, shortage of staff 
and inefficient use of scarce public resources in the three countries.27,45,108
Our results also indicate that women underutilised postnatal care and were least satisfied 
with provider skills, communication and information provision during the postnatal 
period.  These results point to a wider problem of inadequate provision of postnatal care 
which is neglected in many countries around the globe.4 
Women in our study, especially in Romania and those with complications, face a 
financial burden due to OOP payments and women who gave birth in public facilities 
paid informally more often. Previous literature has identified the existence of high formal 
and informal OOP payments for maternal care in the three countries,45,108 and our study 
confirms these findings. Furthermore, the (informal) OOP payments do not only point 
to a high level of informality in the three health systems, but also to potential barriers in 
accessing care 122. Women also reported frequently using personal connections when 
seeking maternal care, which is another form of informality in the health system. Chapter 
4 of this dissertation found that women in Latvia also often used personal connections 
to ensure faster access to or better quality of care.43 
We also found that many women in all three countries were dissatisfied with provider 
attitudes, as already mentioned with regard to postnatal care. Disrespectful or rude 
communication, lack of explanation or negative attitudes could lead to adverse health 
outcomes and unwillingness to seek care. Our results suggest that giving birth in a 
public facility, having health complications and a lower number of antenatal visits are 
associated with such approachability problems. Addressing these issues, for example 
by offering additional training to health professionals, would be of great importance for 
improving relationships with health professionals, women’s experience with care and, 




attributed to the shortage of health professionals mentioned above, which can mean 
that health workers are overworked and lack motivation.43,108 This means that structural 
changes and investments in maternal care are needed as well.
Strengths and limitations
The findings of our study need to be seen in the context of its strengths and limitations. 
The data collection instrument was piloted in a previous study and its translations were 
pre-tested, which improved measurement accuracy. Yet, it is important to recognise 
that the generalisability of our findings to all women receiving maternal care in the three 
countries is limited due to our use of one of the social media networks. At best, the 
results can be extrapolated to those women who gave birth during 2013-2017 and were 
part of Facebook ‘mommy’ groups. Background characteristics among childbearing 
women as well as data on how common it is to belong to such Facebook groups in the 
three countries are not available, which prevents us from making a comparison with our 
sample. Another limitation is related to the abundance of information in social media 
that does not allow many people to go over it. Thus, women who less frequently used 
social media platforms such as Facebook were less likely to see the survey invitation. 
This was to some extent mitigated by sending a reminder and thus allowing the invitation 
to appear at the top of posted messages again. Group administrators were strict with 
granting access to the groups, and group members can be assumed to be predominantly 
mothers (to be). Eligible respondents were only those who had given birth and had 
received maternal care in these three countries in the preceding four years. Nevertheless, 
selection bias cannot be ruled out, as more than half of the women reported having 
only one child and women with their first child might be more likely to be part of such 
online groups. Furthermore, some women might have been motivated to complete the 
questionnaire because of their positive or negative experiences. Minor differences in 
demographic structure, culture, socio-economic status, general attitude and education 
might affect comparability across countries. Moreover, sample size differences in the 
three countries, especially the smaller sample size in Moldova, might affect the statistical 
strength of our findings.
5.5. CONCLUSIONS
Our study identifies and compares barriers to accessing adequate maternal care in 
Romania, Bulgaria and Moldova and explores the association between access-related 
indicators and various demographic characteristics and health status. We found extremely 
high rates of C-sections in Romania and Bulgaria, as well as a low number of antenatal 
and postnatal care visits in all three countries, but especially in Moldova, which indicates 
problems in the provision of appropriate care. The results also suggest that in all three 
countries women who have complications during pregnancy, who have C-sections, give 
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birth in a public facility and those who receive fewer antenatal care visits face barriers to 
accessing adequate maternal care. These barriers relate to four of the five dimensions 
of access we examined: availability (i.e. shortage of human resources, geographical 
distance, time, waiting lists, transportation and facility opening hours), appropriateness 
(i.e. satisfaction with provider skills and maternal care facilities), approachability (i.e. 
attitude, communication and provision of information) and affordability of care. Making 
informal payments and using personal connections were found to be common. OOP 
payments, including informal ones, pose a barrier to access, in particular for women 
with health complications. 
These results help to inform relevant maternal care stakeholders and stress the need for 
a range of measures to improve access to adequate maternal care in the three countries. 
This involves reducing the financial burden on women during the maternal period, 
especially for those having complications and having C-section. Furthermore, there is 
a need for measures to address informalities in receiving maternal care, improve the 
adequacy of postnatal care provision, increase the number of antenatal and postnatal 
visits women receive, as well as to reduce the exceptionally high rates of C-sections in 
Romania and Bulgaria.

The affordability and appropriateness of 
inpatient maternal care in Ukraine
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Informal payments and a lack of resources raise concerns about the affordability and 
appropriateness of maternal care in Ukraine. This study analyses the affordability and 
appropriateness of Ukraine’s maternal care services by comparing inpatient maternal 
care users with patients using other types of inpatient care. 
Methods
We use data from the national household survey “Health Index Ukraine”. Our sample 
consisted of 1041 respondents. The average treatment effect on the treated was 
calculated between cases and controls after matching.
Results
Maternal inpatient care users are more often requested and more likely to pay informally, 
and pay a higher amount than non-maternal care users. However, they face fewer 
difficulties to cover the costs of diagnostic tests and medicines. Inpatient care satisfaction 
is low in both groups, but maternal care users are more satisfied overall, specifically 
regarding treatment efficiency, sanitary conditions at facilities, access to diagnostic tests 
and qualifications of medical doctors. 
Conclusions
These findings highlight the need to address informalities and the financial burden of 
maternal care and to improve quality of care.
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6.1. INTRODUCTION
Ukraine’s maternal care system still has many features of the Soviet period Semashko 
model and is considered to be one of the weakest among the post-communist European 
countries.49 While bed numbers are high, with 891 public hospital beds per 100,000 
population in 2013, facilities tend to have outdated equipment and face problems in 
the provision of complex care. The health system suffers from a lack of health workers, 
inefficient allocation of resources, long hospital stays and weak primary care.49 
Furthermore, patients face barriers in accessing care, including geographical distance, 
unavailability of services, unprofessional attitudes of health workers (e.g. resulting in 
stigma and shame), and lack of information and trust in the health system.132 These 
barriers may lead, among others, to barriers in accessing adequate maternal care.54,133 
Ukraine’s public spending on health was 3.1% of GDP in 2017, which is far below the 
average of the WHO European Region. OOP payments amounted to 52% of total health 
expenditure in 2017, which is among the highest in the European region.9 In 2017, 
households spent on average nearly 11% of their income on pharmaceuticals and 92% 
of the population feared financial difficulties in case of illness.134 In 2018, a quarter of 
Ukrainians did not receive medical services due to a lack of money and nearly half of 
them said it was difficult or impossible to find the resources for treatment.134
Among the various forms of OOP payments are informal payments, accounting for 
about 20% of OOP expenditure.8,21,30 Recent evidence shows that more than two thirds 
of Ukrainians engage in informal practices, mostly involving cash payments in state 
healthcare institutions.50 Additionally, 55% of patients make quasi-formal payments in 
the form of contributions to charitable funds at the hospital that they visit. Only 14% of 
these patients engage in this practice spontaneously, while the remainder do so in order 
to gain access to healthcare.122
As already seen in countries reviewed in previous Chapters 3-5, in Ukraine maternal care 
is a health policy priority. However, similar to the entire healthcare sector in Ukraine, 
it suffers from insufficient funding, which results in low quality and poor access to 
services.21 Antenatal services are mostly provided at specialised outpatient clinics by 
a gynaecologist/obstetrician. During antenatal care, women receive a personal record 
book, which is their patient file. This book contains information about their assigned 
place of childbirth. Childbirth occurs in secondary care centres and tertiary care perinatal 
centres. Mothers are on average discharged within 3 days in case of a vaginal birth and 
5-7 days in case of a C-section. Women carefully choose their obstetrician and either 
agree beforehand about paying informally or reach another informal agreement. The 
bargaining process about care and payment between a pregnant woman (including her 




As already observed in previous Chapters, this Chapter also shows that the informal 
payments in the Ukrainian healthcare sector and the overall lack of resources for 
healthcare raise concerns about both the affordability and appropriateness of care, 
including maternal care 21. The government of Ukraine has acknowledged these 
shortcomings. In 2015, a Strategic Advisory Group was established to guide reforms of 
the health system 5,50. An inpatient financing reform was designed during 2016 – 2019 
and was launched in April 2020. 
The purpose of this study is to analyse the affordability and appropriateness of inpatient 
maternal care services in Ukraine. To determine whether the experience of maternal 
care users differs from that of other healthcare users, we compare the group of inpatient 
maternal care users to a group that used other types of inpatient care. By comparing 
the maternal and non-maternal inpatient care user groups, results may indicate possible 
differences in affordability and appropriateness. 
We use nationally representative data from a survey conducted on an annual basis since 
2016. To conceptualise affordability and appropriateness of inpatient maternal care, we 
make use of the framework of Levesque (2013) employed in all previous Chapters. In 
this framework, five aspects of access are distinguished: appropriateness, affordability, 
availability, approachability and acceptability.15 Given the available data, this study 
analyses the first two aspects of appropriateness and affordability, which were explained 
in more detail in Chapter 1.
6.2. METHODS
This study uses data from three consecutive waves of the “Health Index Ukraine”, 
a national household survey conducted in 2016, 2017 and 2018.134 The study has 
thus a repeated cross-sectional design. The purpose of the Health Index survey is to 
systematically monitor the attitudes, experiences and behaviours of Ukrainian citizens 
with regard to healthcare services. The survey has been initiated by the International 
Renaissance Foundation (a Ukrainian NGO) and the data have been collected by the Kyiv 
International Institute of Sociology.
For each wave, random multi-stage sampling was used. The first stage included a sample 
from each region (oblast); the locations were randomly chosen proportionally to their 
population size. The second stage included randomisation of electoral districts. Then 
the streets, buildings and apartments/houses in each chosen electoral district were 
selected at random. The last stage included selecting a participant within a household 
to be interviewed. For this purpose, a modified Kish grid selection procedure was used. 
When visiting the household, the interviewer drew up a list of potential respondents by 
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gender and age, and selected every 3rd from this list (Health Index, 2018). The sample in 
each wave was representative of the adult population (aged 18 years and over) of Ukraine 
at the national level and at the regional level for each of the 24 oblasts of Ukraine. 
The distribution of participants by key demographic characteristics corresponds to the 
composition of the registered population.134
Data were collected at the place where the respondents lived. The data collection was 
done by means of face-to-face interviews in order to maximise participation and elicit 
spontaneous answers of the respondents. About 238 interviewers were involved in the 
field phase each year. Before the interviews, all team leaders were briefed remotely; they 
then provided an on-site briefing to the interviewers. During the administration of the 
survey, the network coordinator answered questions of team leaders and interviewers 
via phone. For each survey year, a pre-test was done with about 25 participants from Kyiv 
and other towns and villages.134
During the interviews, the respondents were asked 200 (mostly closed) questions about 
their perceived health status, their perceptions of different aspects of the health system 
and their satisfaction with healthcare services, including the performance of medical 
staff.135 Interviews were conducted in Ukrainian or Russian and lasted on average 39 
minutes. Respondents with substantially longer interviews were those who had used 
both out- and in-patient services in the preceding year.135 
In line with the current legislation in Ukraine, the “Health Index Ukraine” survey did not 
require ethical approval. The study instrument (questionnaire) and the data collection 
methods were reviewed by a scientific board (e.g. whether to focus on healthcare users 
or on representatives of households). Verbal informed consent was obtained during the 
interview from each participant.
For the purpose of this study, three anonymised datafiles (one datafile per wave) were 
provided to us after signing a non-disclosure agreement for re-using the data. No 
personal data were included that could identify the respondents. The data contained 
information on admission to inpatient care facilities during the past 12 months. We 
selected adult women aged 18-44 years for our study sample. The data allowed 
us to analyse how maternal inpatient care users experienced the affordability and 
appropriateness of inpatient care compared to users of non-maternal inpatient care. 
Affordability variables (8 variables in total) were related to various forms of OOP 
payments for the last hospitalisation, i.e. contributions to charitable funds, formal 
and informal payments, as well as the total amount paid. Furthermore, there were 
variables on the financial burden and the need to borrow money in order to cover these 
medical expenses. Appropriateness variables (7 variables in total) were related to the 




and qualification of staff, treatment efficiency, access to diagnostic tests, and overall 
satisfaction with inpatient care.
The sample that we used in the analysis was divided into two groups based on the reason 
for inpatient care admission: maternal care use versus use of other health services. 
Inpatient maternal care users were viewed as the treatment group (cases) and users of 
inpatient non-maternal care were the control group (controls). Matching methods were 
used to make the two groups of female patients comparable. Five characteristics were 
used in the matching analysis: age group, type of settlement, education level, household 
financial status and hospitalisation urgency. We applied the nearest neighbour matching 
method, which minimises the distance between neighbours using Mahalanobis distance 
measurement. We allowed for more than one match for each case. The Mahalanobis 
distance has the advantage of utilising group means and variances for each variable, and 
the problems of scale and correlation inherent in the Euclidean distance are not an issue. 
Mahalanobis matching was chosen because it does not rely on any functional form of 
the distribution. To check the robustness of the Mahalanobis estimator, we also applied 
propensity score matching.136
The average treatment effect on the treated (ATT) was calculated in the matched 
samples to determine the differences in the affordability and appropriateness of 
inpatient care between maternal inpatient care users and users of non-maternal care. 
The ATT was calculated for each affordability and appropriateness response variable 
mentioned above and for each year separately. To increase the statistical power, we 
also performed the ATT analysis on the pooled data, i.e. all three years combined. In 
the pooled data analysis, the matching of the cases and controls described above was 
extended to include an exact matching for the survey year. In all analyses, our study 
applied a statistical significance level of p<0.05. The statistical software package STATA© 
SE 15 was used to perform the analysis. 
6.3. RESULTS
In total, 30,556 respondents were interviewed over three years (Health Index, 2018). Our 
study sample (adult women in reproductive age, 18-44 years, who were hospitalised 
in the prior 12 months), consisted of 1041 respondents; 369 in 2016, 359 in 2017 and 
313 in 2018. These numbers include both users of maternal (cases) and non-maternal 
(controls) inpatient women.
As indicated in Table 6.1, all respondents were women between the age of 18 and 44. 
Table 6.1 shows that, before matching the samples, more than 60% of both, maternal 
and non-maternal groups, lived in urban settings, their age was on average 28-33 
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years and they represented all education categories, with the majority being university 
graduates or having secondary specialised education. Since many participants did 
not disclose their household income, we analysed their financial status by looking at 
their purchasing power. Even though all financial status categories were somewhat 
represented, the majority (more than 80%) of participants from maternal and non-
maternal groups across the three survey years could only afford basic goods such as 
food and/or clothing. Nevertheless, often the last hospitalisation (i.e. the hospitalisation 
included in the analysis) was not reported to be urgent, even though there was some 
variation between the groups. 
Table 6.2 and Table 6.3 present descriptive statistics on the affordability and 
appropriateness outcome variables before matching. Appendix E1 shows how matching 
on the selected independent variables improved the balance between the cases and 
controls in the three waves combined. It displays the matching balance sheet for each 
question (dependent variable) separately. Table 6.4 presents the treatment effect after 
matching, for each survey year separately and also for the three years combined (pooled 
data). Below, we describe the results for the pooled data, which provides more precise 
estimates than the results for each of the waves separately. However, all tables provide 
the opportunity to view the variations among the different survey years by displaying 
results in tables for each year separately as well. Tables 6.1 and 6.4 illustrate that in most 
cases in which at least one single year sample shows significant results, the significance 
can be found in the total sample as well. Tables 6.2 and 6.3 present only descriptive 
results for pooled data and for each survey wave separately.  
Affordability 
Table 6.2 presents the results on affordability before matching. During the last admission 
to inpatient care, maternal care users paid on average 222 UAH which is about 7.3 Euro(1 
hryvnia =  0.033 Euro, exchange rate on 31st of March, 2020) in charitable funds, while 
non-maternal care users paid 263  UAH (8.65 Euro). At the cash desk, maternal care 
users paid 405  UAH (13.3 Euro), while non-maternal care users paid 676  UAH (22.2 
Euro). Informally, maternal care users paid on average 694 UAH (22.8 Euro) compared 
to 339  UAH (11.1 Euro) paid by non-maternal care users. These Figures indicate that 
maternal care users paid on average a higher amount informally, but non-maternal care 
users paid more at the cash desk and to charitable funds. Table 6.2 also shows that more 
than 50% of maternal care users and more that 70% of non-maternal care users had 
difficulties covering the costs of medicines, while 25% of maternal care users and 47% 
of non-maternal care users had difficulties covering the costs of diagnostic tests. On 
average, maternal care users needed to borrow 1403 UAH (46.1 Euro) and non-maternal 
care users 2219 UAH (72.9 Euro) in order to cover the costs for their last inpatient care 
admission. 
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The ATT in Table 6.4 indicates the statistically significant differences between maternal 
inpatient care users (cases) and non-maternal care users (controls) in the years 2016-
2018 after matching. Table 6.4 shows a number of statistically significant differences 
between the cases and controls, confirming the findings in Table 6.2 that maternal 
inpatient care users made informal payments more often, paid higher amounts (11.7 
Euro more), and were more often requested to make such payments. While Table 6.2 has 
shown that payments imposed a financial burden on both maternal and non-maternal 
care users, Table 6.4 implies that maternal care users suffered significantly less from the 




Table 6.2: Care affordability reported by maternal and non-maternal inpatient care users in the 
years 2016, 2017, 2018 before matching
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a Ukrainian hryvnia, 1 hryvnia =  0.033 Euro, exchange rate on 31st of March, 2020.
Appropriateness 
Table 6.3 presents the results on the appropriateness of inpatient care before matching. 
Women were asked to rate their satisfaction with sanitary conditions, qualifications 
of medical doctors, friendliness of staff, treatment efficiency and also their overall 
satisfaction with inpatient care during the last hospitalisation. Descriptive statistics 
indicate that, for all outcome variables, users of maternal inpatient care were more 
satisfied compared to non-maternal inpatient care users (see Table 6.3). However, the 
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level of overall satisfaction with inpatient care in both groups was rather low, as only 
40.5%-48.9% of both groups rated the care as good or very good. Table 6.3 also shows 
that both groups were least satisfied with access to diagnostic tests (31.7%-35.4% rated 
this as good or very good), treatment efficiency (39.7%) and sanitary conditions (42%). 




Table 6.3: Care appropriateness reported by maternal and non-maternal inpatient care users in 
the years 2016, 2017, 2018 before matching
How do you rate:
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Despite the low satisfaction levels, the ATT presented in Table 6.4 confirms the findings 
in Table 6.3 that maternal inpatient care users were more satisfied with treatment 
efficiency and the sanitary conditions at facilities. They were also more satisfied with 
access to diagnostic tests, qualifications of medical doctors and had a higher rate of 
overall satisfaction with inpatient care. No statistical difference between maternal care 
users and non-maternal-care users was found in terms of their satisfaction with the 
friendliness of inpatient care nurses and doctors.
6.4 DISCUSSION
We found that maternal inpatient care users are more likely to pay informally, pay a 
higher amount and are more often requested to pay informally than non-maternal care 
users, but they face fewer difficulties than non-maternal care users to cover the cost 
of diagnostic tests and medicines. Inpatient care satisfaction is low in both groups, 
but maternal care users are more satisfied overall, and more satisfied with treatment 
efficiency, sanitary conditions at facilities, access to diagnostic tests and qualifications 
of medical doctors. 
Affordability
A number of studies have highlighted the presence of informal payments in healthcare in 
Ukraine and other Central and Eastern European countries. Our findings add to this body 
of knowledge by showing that these payments are more significant among maternal 
care users when compared to other groups. Birth is a natural life event that involves 
high health risks. In Ukraine, birth is highly medicalised, with an intensive participation 
of various healthcare providers during childbirth (e.g. gynaecologist, anaesthesiologist, 
midwife, surgical nurse). Given that health workers play a crucial role in maternal and 
new-born health outcomes and the fact that they are underpaid in Ukraine could help 
to explain the differences regarding informal payments between the maternal and 
non-maternal care users. Informal payments for childbirth are also being used as a 
mechanism to avoid unnecessary risks and receive a higher standard of care. In fact, it is 
an established procedure that the woman chooses the health worker who will assist with 
her birth and agrees on a payment amount in advance, according to the expected type 
of birth and anticipated health services. This is in contrast with the legal and regulatory 
situation in Ukraine that states that there should be no payments for (inpatient) maternal 



















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































At the same time our findings indicate that maternal care users had fewer difficulties 
than non-maternal care users to cover the cost of diagnostic tests and medicines for 
which non-maternal care users often needed to borrow money. This could be explained 
by the characteristics of the use of care. The affordability of care among maternal care 
patients could be affected by the anticipated nature of the event of a birth, which allows 
one to prepare for it.  It could also be explained by the fact that, due to the nature of 
maternal care services (at least for cases without pathology), maternal inpatient care 
patients are probably receiving fewer diagnostic tests and medicines for pregnancy and 
childbirth when compared to other inpatient admissions, for instance those related to 
oncology or cardiovascular disease. 
A study suggested that, to deal with informal payments in maternity hospitals in Kiev, it is 
necessary to regulate informal practices through improved governance in the healthcare 
sector and to improve professional ethics through staff training, which could improve 
adequate access to facilities.21 These suggestions are still valid today and in fact are 
planned to be addressed in the coming years by health system reforms.
Appropriateness
Our findings suggest that maternal inpatient care users were not only overall more satisfied 
with the care they received when compared to non-maternal inpatient care users, but also 
more satisfied with treatment efficiency, sanitary conditions at facilities, access to diagnostic 
tests and qualifications of medical doctors. Satisfaction with health services is also based on 
the expectations of patients. Even though maternal care users are more satisfied with the 
care they receive when compared to non-maternal care users, it does not mean the overall 
practice is good or appropriate. Childbirth services in Ukraine have been described as being 
not oriented towards users, and the communication skills of most medical personnel do 
not meet the requirements of patient-oriented care.21  Another study found that Ukrainians 
are generally much more dissatisfied with their health system when compared to Moldova 
or Belarus.137  The reason why maternal care patients in our study are more satisfied with 
the quality of care and sanitary conditions at facilities might be linked to the fact that 
maternal care facilities are more often of a higher standard, better equipped and more 
recently renovated than other units at hospitals in Ukraine. Different experiences might 
also partly be due to the willingness of women to provide informal payments. This could 
result in competition between providers to attract maternal care patients who can pay more. 
Previous studies have found that paying for adequate care in Ukrainian hospitals is common 
practice, especially among maternal care patients. Obtaining better services through 
informal payments is more common in a context where clear financial arrangements are 
lacking and where there is uncertainty about the quality of care received.21,138 There have 
been a number of projects, such as the “Ukrainian-Swiss Mother and Child Health Program, 
2011- 2015” and the “Ukraine Maternal and Infant project” by USAID, which have contributed 
to improving the quality of maternal care provision and the conditions at maternity wards 
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139,140. The MMR has decreased in Ukraine in recent years and some inpatient care guidelines 
have been adopted. However, it is not sure which protocols are being used by medical 
doctors in Ukraine; since a decree of the Ministry of Health that came into force on 28 April 
2017, allowed healthcare providers to use international protocols. While the decree aimed 
to improve the quality of guidelines, as well as to address biased or absent guidelines, the 
quality of care is planned to be further improved in the coming years by introducing better 
quality indicators and by monitoring care provision.141
Strengths and limitations
The findings of our study need to be seen in the context of its strengths and limitations. 
The chosen data collection method was well established and the total survey sample size 
was large. Another strength was the data analysis method employing matching technique, 
which allowed us to compare the two groups by treating them as cases and controls. Yet, 
it is important to recognise that the generalisability of our findings to all women receiving 
inpatient maternal care in Ukraine and the statistical strength of our findings are limited 
due to the relatively small size of the sub-sample relevant for our analysis. This, to some 
extent, was mitigated by pooling the data from three survey years. Eligible maternal care 
users were not only those who were giving birth, but also those who were hospitalised for 
other maternal care reasons, which we were unable to identify. Similarly, there were also 
a variety of reasons for admissions of non-maternal care users. 
6.5. CONCLUSIONS
This Chapter investigated users’ experiences with the affordability and appropriateness 
of inpatient maternal care in Ukraine by comparing this group of users with inpatients 
who used non-maternal care. The study found that inpatient care users, especially those 
who did not use maternal care, faced difficulties in covering the costs for diagnostic 
tests and medicines, for which they often needed to borrow money. Maternal inpatient 
care users paid more often and higher amounts informally, and were more often asked 
to make such payments than non-maternal care users. While inpatient care satisfaction 
appears to be rather low in both groups, maternal care users were more satisfied overall, 
but also specifically with treatment efficiency, sanitary conditions at facilities, access to 
diagnostic tests and qualifications of medical doctors. 
Our findings provide important new empirical information to inform maternal care 
stakeholders in Ukraine in the context of ongoing health reforms. They highlight the 
need for a range of measures to improve quality and affordability of inpatient maternal 
care. This involves addressing informalities in receiving maternal care, reducing the 
financial burden on women during the maternal period as well as improving quality of 








This dissertation contributes to our knowledge on maternal care in Eastern Europe. 
Maternal health outcomes in this part of Europe are poorer compared to those in 
Western Europe. An important factor for good maternal health outcomes is ensuring 
access to adequate maternal care for all women, which is the focus of this dissertation.142 
As outlined in Chapter 1, the motivation for this topic is the importance to obtain 
knowledge on and insight into the different aspects of access to adequate maternal care 
in Eastern Europe and to address the need for more evidence to support policies that 
intend to achieve better maternal health outcomes. 
Specifically, the dissertation aims to increase our understanding of access to adequate 
maternal care in Eastern Europe in terms of the availability, affordability, appropriateness, 
approachability and acceptability of maternal care. To achieve this aim, Chapter 2 
has reviewed the evidence in the published literature on this topic in Eastern Europe. 
Chapters 3, 4 and 5 have studied and compared the five aspects of access to maternal 
care based on the insights of mothers, decision makers and maternal care providers in 
several Eastern European countries where the MMR is relatively high, namely Bulgaria, 
Georgia, Latvia, Moldova and Romania. Furthermore, in Chapter 6, we have studied the 
affordability and appropriateness of inpatient maternal care in Ukraine by comparing 
inpatient maternal care users to inpatient non-maternal care users.
The broad range of evidence provided in this dissertation can facilitate evidence-
informed decision-making in the area of maternal care in Eastern Europe. This final 
Chapter outlines and discusses key findings from the perspectives of policy and research. 
The Chapter ends with concluding remarks on how to improve access to adequate 
maternal care in Eastern Europe.
7.2. MAIN CONCLUSIONS
The key findings of this dissertation are presented in the form of six statements based on 
the main results. Each statement is accompanied by recommendations for policy and 
suggestions for further research. 
Statement 1: The urbanisation of maternal care provision results in disparities in access 
to adequate maternal care within and between Eastern-European countries.
Among the major determinants of poor maternal health outcomes are economic and 
physical barriers to access to quality care. Health outcomes in urban settings are better 




but also because specialised care is centred in urban areas. Nevertheless, there are also 
other factors at play, such as the poorer economic situation, lower levels of education, 
and poorer living conditions in rural areas.143  
Eastern Europe is facing a depopulation crisis. Birth rates have sharply dropped in the 
1990s during the post-Soviet era of political and economic upheaval. According to 
the UN’s statistics, over the next 10 years Latvia, Lithuania, Bulgaria, Ukraine, Serbia, 
Croatia, Bosnia and Herzegovina and Romania are among the top 10 countries in the 
world with the most rapidly declining population, with rest of the region not far behind. 
Low fertility, emigration, and an ageing population create strains on healthcare, social 
support systems and infrastructure, while restricting the competitiveness and longevity 
of the labour market. Furthermore, the share of the urban population in Europe has 
increased continuously between. The EU’s level of urbanisation is expected to increase 
to approximately 83.7% in 2050.144 However, statistics in 2020 show that particularly 
in Eastern Europe when compared to its Western counterparts, a smaller share of the 
population lives in urban areas (54.2% in Moldova and 68.3% in Latvia, as compared to 
92.2% in the Netherlands).145 Overall, maternal care is concentrated in urban areas. It 
has always been more accessible in urban settings, but geographical imbalances have 
increased due to the trend of young people moving to cities for better employment 
opportunities and the related declining birth rates, especially in rural settings. The 
resulting brain drain combined with policies to concentrate care in fewer facilities pose 
challenges of having care providers in rural areas, which affects adequate maternal care 
provision.
Even high-income countries like Canada or United States are struggling with urban-
rural disparities. In particular, Eastern European countries face geographical disparities 
due to a lack of physicians in rural areas. While maternal care in these countries is mostly 
provided by gynaecologists-obstetricians, remote and rural areas find it particularly 
difficult to recruit and retain obstetricians. The lack of obstetricians and other types 
of health workers (e.g. midwives) and the related lower number of performed services 
in rural areas, combined with lacking motivation and training, result in questionable 
quality of care in the rural regions. Even though basic maternal care services are usually 
ensured in less populated areas of Eastern European countries, the maternal services 
in rural areas often do not meet women’s needs or expectations (see Chapters 2 to 4, 
results on availability and appropriateness). 
Furthermore, geographical disparities pose a barrier to access to adequate maternal 
care in Eastern Europe due to travel costs and the extra time women living in rural 
areas spend to access the care they need. Physical access and reaching the healthcare 
facilities depends on travel distance, time spent on travelling, means of public transport 




consumers face travel costs to reach the necessary care in urban areas. The rural 
population is often financially disadvantaged due to limited employment opportunities 
in close proximity, especially in Eastern European countries.143 Access to adequate 
maternal care might be especially limited for those women in rural areas who are relying 
on public transport, as it can have irregular time schedules and travel can be costly and 
time consuming. Thus, physical distance to receive the necessary care disincentivizes 
care-seeking behaviours of pregnant women.146 The services of the obstetrician can 
also be subject to OOP payments, depending on whether the provider is practicing in 
the public or private system, whether there are informal payments and how well women 
are covered for maternal care services in the publicly financed health system. Moreover, 
not everyone can afford the maternal care in urban settings, especially if the care is 
provided in the private sector. Thus, the concentration of maternal care providers in 
urban areas has a negative effect on access to adequate maternal care services.The 
healthcare infrastructure creates additional geographical disparities in Eastern European 
countries due to the lack of facilities in rural areas. The concentration of maternal care 
facilities in urban areas and the influence of this feature of maternal care on geographical 
access was analysed in Chapters 2 to 5 of the dissertation. Our findings confirmed that 
geographical access to necessary maternal care services can be challenging in Eastern 
European countries because most of the facilities are concentrated in the capital and 
other bigger cities and because maternal care provision is fragmented. This is especially 
problematic for women living in remote rural areas. This group of women frequently 
needs to travel further for more advanced and better-quality care, which takes more 
time and requires additional financial resources. 
However, in some Eastern European countries, care urbanisation is a more important 
problem than in other countries. It is especially challenging for those countries that 
have many remote areas (e.g. mountainous regions, underdeveloped rural areas 
geographically far from bigger cities), low population density and poor infrastructure, 
such as poor roads and irregular public transportation. For instance, Latvia and Georgia 
are similar in terms of geographical size, but Georgia has nearly 2 times the population 
of Latvia (3.7 million vs. 1.9 million). However, despite the higher population density, 
physical distance to healthcare facilities was found to be a much larger problem in 
Georgia than in Latvia. This can be attributed to a lower level of urbanisation, poorer 
infrastructure and difficulties to reach patients in the mountainous areas in Georgia, 
coupled with financial constraints in those areas (see Chapters 3 and 4). Besides, seeking 
maternal care in urban areas does not necessarily ensure adequate care provision. As 
Chapters 2 to 5 have shown, generally, there are significant disparities in the quality of 
maternal care provided by the different facilities and providers. 
The urbanisation of care in Eastern European countries and the concentration of tertiary 




inherited from the former health systems based on the Semashko model of care.147,148 For 
example, during the late 1980s, women’s consultation centres provided antenatal care 
to pregnant women on an outpatient basis. However, these centres were concentrated 
in the urban areas and carried out outreach programs into the communities using 
ambulatory facilities. Moreover, childbirth services provided by the State maternal 
houses were also concentrated in urban settings.148-150 After the fall of the communist 
regimes, healthcare reforms in Eastern European countries led to the deregulation and 
liberalisation of the healthcare market. However, the distribution of inpatient medical 
facilities was largely maintained. Even though reforms have occurred at a different pace 
and have taken different forms in Eastern European countries, some common trends 
and features exist. Many maternal care providers with a good reputation work in the 
private sector and also establish their practices in the capital or in other urban areas. 
The former systems of care in Eastern European, but also in many Western European 
countries, have traditionally been ‘physician directed’ rather than ‘patient centred’, with 
the result that no attempts are made to seek the opinions of women or their families 
regarding their care.148As stated in Chapters 2 to 5, pregnant women from rural and 
urban areas carefully select their maternal care provider themselves to avoid negative 
experiences and receive more adequate care. However, utilisation of the desired (private) 
maternal care services in the capital or in the big cities entails direct and indirect costs, 
which increase the financial burden on pregnant women (particularly those living in rural 
areas), compromise financial access and increase inequity. 
Suggestions for policy and further research: 
As explored by this dissertation, the concentration of maternal care facilities in urban 
areas has a negative effect on access to adequate maternal care services in Eastern 
Europe. Policy solutions to increase mothers’ physical and financial access to necessary 
care in rural areas and to ensure a more unified quality of maternal care provision are 
required in order to overcome the challenges unique to the growing phenomenon 
of urbanisation. Such solutions should be country-specific, given the cross-country 
differences, but overall they could include financial protection of direct and indirect 
costs for maternal care among low income women in rural areas and an increased 
availability of adequate maternal care provision in rural areas. A future study on good 
practices could also explore how countries in Europe ensure adequate maternal care 
provision in more remote areas. Although practices cannot be directly transferred from 
one country to another, the analysis of good practices abroad could be an essential 
starting point for reducing the rural-urban disparities in maternal care in Eastern Europe. 
Future research could also address the lack of data and evidence on differences in MMR 




Statement 2: Informalities are a response to the presence of barriers to access to 
adequate maternal care.
We observe informalities involved in maternal care provision in Eastern Europe, which 
include the use of informal cash payments, gratitude gifts and personal connections. In 
the context of health system failures, informal practices provide means for patients in 
Eastern European countries to obtain services with quicker access and perceived better 
quality, as well as to healthcare providers to obtain extra income, which is often excused 
by their low salaries. The empirical analysis in Chapters 2-6 of this dissertation confirms 
the existence of widespread informal practices in Eastern European countries.
Informal practices in healthcare are a complex phenomenon and a response to poorly 
governed and underfunded healthcare systems, which is also a matter of government 
priorities.138 Governance is defined as the structures and processes by which the health 
system is regulated, directed and controlled.151 The informalities are a response to the 
presence of barriers to access to adequate maternal care, which is also the case in other 
parts of the health system and in society as a whole.152 Multiple tools, such as informal 
cash payments, gifts, and the use of personal connections, are simultaneously applied by 
service users to secure access to adequate maternal care services and to avoid negative 
experiences. Women employ the different forms of informalities as coping strategies 
to deal with “incompetent” physicians who, in the absence of an effective monitoring 
and control mechanism, are in a position to provide substandard care in the absence of 
informal payments.138,152  
While the presence of gratitude gifts in maternal care in Eastern European countries 
is a common practice explained by the tradition of giving gifts, it can create barriers 
to access adequate care. Gifts are sometimes sizable and cannot always be seen as 
a token of gratitude. Gift-giving and donations in healthcare in Eastern European 
countries are often forced or expected by service providers.21 This becomes a problem 
when the gifts and donations are not provided as a symbolic token of gratitude after 
the service is provided, but are expected to be high in value, provided during or before 
the provision of services and used as tools to receive better care and attention from 
providers. This also foregoes the principle of equity, as not all women are able to provide 
informal contributions or have personal connections. Moreover, relying on individual-
level patient-physician arrangements can jeopardize future healthcare reforms aimed at 
improving access and the more efficient use of resources.138 
The literature shows that informal cash payments are distributed among healthcare staff 
and not reinvested in services.153 Thus, they do not compensate for the underinvestment 
in health facilities and equipment. However, these payments are frequently tolerated 




in practice. The issue of low salaries, as well as the absence of financial instruments 
to motivate physicians to improve their performance or to sanction misbehaviour, 
introduce more ambiguity in the role of the medical doctors in the healthcare sector. 
Such a practice also affects the patients’ trust in both medical professionals and the 
state. Despite the negative effects of such coping strategies, they are often seen as a way 
to survive in difficult circumstances.138 
It is important to note that informal payments are only part of the coping strategies 
applied, and there are other layers linked to personal connections and networks 138. The 
use of personal connections to secure access to adequate maternal care was observed 
in all the countries studied. Chapters 2, 4 and 5 also reveal that one motivation behind 
paying informally and using personal connections is to secure quicker access, better 
attention or better-quality maternal care services. Although these informal practices 
may help individual patients to obtain the desired services, there is no evidence that they 
significantly contribute to the improvement of clinical quality in the healthcare sector in 
general.153 
Informalities in maternal care undermine the principle of universal healthcare and the 
public’s trust in maternal care providers. The informal practices also cause problems 
related to efficiency and equity. The efficiency of the healthcare system is reduced if 
healthcare providers pay greater attention and offer excess and unnecessary care to 
those who pay them extra or use personal connections to receive the care, thereby 
contributing even more to the inefficiencies in the system. Similarly, equity is reduced 
when informal practices allow women with better connections and/or high-income to 
secure better and faster services, and cause women without connections and/or low-
income women to forgo or delay seeking maternal care, sell assets to seek care, or lose 
trust in the health system.13,21,138 
The interwoven practices of informalities have been flourishing in Eastern European 
countries, with some states condoning informalities, and strong monitoring and control 
systems lacking.138,153 We observed that some countries in Eastern Europe have managed 
to limit or eliminate informal cash payments (e.g. Latvia, Georgia, Bulgaria), while others 
still have a conducive environment for informal cash payments. This difference can partly 
be explained by the growth of the private healthcare sector, which provides alternatives 
to the public sector and, to a certain extent, lowers the need for informal payments, since 
women can seek better services in the private sector.5,30 Furthermore, our findings in 
Chapters 3 and 4 also indicate that women in Georgia and Latvia who use services in the 
public sector do not seem to provide informal cash payments, which points to a change 
in society’s attitude towards such payments. However, women in these countries still 
use personal connections and provide gratitude gifts (most often after childbirth), which 




observe that in Moldova, Romania and Ukraine, the use of gratitude gifts and personal 
connections are accompanied with cash payments that often are requested or are at 
least expected.
Suggestions for policy and further research: 
As explored in this dissertation, the informal practices involved in maternal care 
provision in Eastern Europe have a negative effect on efficiency and equity in maternal 
care. Informalities are a societal problem, they become widespread and deeply rooted 
in the absence of adequate policy interventions. Such interventions are most probably 
not taken because the state is weak or because it serves specific interests. In addition to 
economic and socio–cultural measures, elimination of informal payments in maternal 
care requires governance measures, such as zero tolerance policies and punishment.154 
Moreover, suitable regulations coupled with incentives (e.g. improved working conditions 
and salaries, ensured quality standards of services) may help to decrease the need 
for informalities in maternal care provision.153 Regarding further research, a complex 
approach in studying informal practices as coping strategies to receive adequate 
maternal care in Eastern Europe is necessary for a more comprehensive mapping of the 
bottlenecks of the system.138 
Statement 3: Out-of-pocket payments are burdensome in some Eastern European 
countries and limit access to adequate maternal care. 
Affordability of services is a key barrier to accessing maternal care in Eastern European 
countries. In case of high OOP payments, maternal services become unaffordable for 
women, causing care interruption or delay.77 OOP payments and their association with a 
financial burden when seeking maternal care are analysed in Chapters 2-6. Our findings 
indicate that OOP payments pose a burden for pregnant women in Bulgaria, Georgia, 
Moldova, Romania and Ukraine. 
Even though in many Eastern European countries basic maternal care services are 
formally free of charge, formal OOP payments are required for extra services such as 
additional check-ups, a private childbirth room, C-section, anaesthetics during birth and 
certain blood tests. In addition, insufficient healthcare sector funding limits the resources 
available for adequate care provision. The health sectors in Eastern European countries 
have been allocated a smaller share of GDP and spent less per inhabitant than in Western 
Europe 155. The rapid transformation of the “Semashko” tax-based financing into financing 
through health insurance or taxation and OOP payments was accompanied by lowering 
access, affordability and utilisation of healthcare services. Our findings in Chapters 5 
and 6 indicate that the highest financial burden was reported by women in Romania 
and Ukraine when compared to Bulgaria and Moldova. Experiencing complications 




maternal care users had difficulties covering the costs of medicines and diagnostic tests 
for which they often needed to borrow money. As discussed in Chapters 3 and 4 of 
this dissertation, women utilize maternal care services in bigger cities, which increases 
indirect and direct healthcare cost. Consequently, this has a negative influence on 
access to adequate maternal care services. 
The OOP contributions can be related to underfunded maternal care systems, inefficient 
use of the resources or a combination of both. Consequently, there is a need for women’s 
contributions to keep the system sustainable and services available, which creates care 
affordability problems in return. Evidence from Ukraine shows that even though the 
country’s spending on reproductive health is higher than that of other countries at a 
similar level of economic development, the allocation of available resources is inefficient, 
which is evident (especially in rural areas) from the poorly functioning telephone lines in 
medical centres, lack of pharmaceuticals and consumables and outdated equipment.21
It is worth mentioning that official payments can co-exist with informal patient payments 
to healthcare providers, as well as involuntary donations at healthcare facilities and 
supplies that patients have to bring to the facility themselves (e.g. medicines, bedsheets). 
When clear regulation of the basic care package and formal patient charges is lacking, 
patients experience a mixture of financial obligations.30 The presence of informal 
payments is mostly found in the public care sector. This further increases the maternal 
care affordability problem.20,21,30,154 
Until the 1990s, market regulatory mechanisms such as negotiable prices and 
competition were not applied in Eastern European countries due to the existing socio-
political arrangements. Thus, the low public healthcare funding in post-Soviet republics 
(in the absence of private spending) led to insufficient healthcare resources, inequalities 
in access to public services and a variety of informal practices.153 Informal payments 
are more widespread and higher when requested by healthcare providers.156 Moreover, 
requested informal payments can be seen as an indicator of major financial troubles as 
well as fraud and corruption in the healthcare system, while patient-initiated informal 
payments can be seen as an approach to meet patient expectations of appropriate service 
quality.152 Furthermore, the probability and the size of formal and informal payments is to 
a great extent determined by the type of service consumed.157,158 Chapter 6 on maternal 
care in Ukraine confirms this by showing that inpatient maternal care service users 
paid significantly more often and higher amounts informally when compared to other 
inpatient care users. However, we found that the average amount of money maternal 
in-patient care users paid was about 694 UAH (22.8 Euro), which was much less than the 





Privatisation of the maternal care sector, as evident in the recent reforms in Georgia, 
also contributes to the affordability problems.159 In Georgia, much of the antenatal care 
is now based in private and public outpatient care facilities where costs of the services 
need to be covered by the individual patients’ OOP payments or by voluntary insurance 
premiums.5,27,33,45,47,49 However, there are differences between the Eastern European 
countries regarding the degree of maternal care provision in the private sector. For 
example, in Bulgaria, Georgia, Latvia and Romania, the private care sector is much more 
developed and, thus, maternal care use in the private sector in those countries is more 
common when compared to that in Ukraine and Moldova.5,27,33,45,47,49 It should be noted 
that in Bulgaria for instance, the private healthcare sector has considerably grown during 
the last decades, which provides alternatives to the public healthcare services. This can 
explain to a certain extent the lower share of informal patient payments in Bulgaria, 
as Bulgarian patients have the possibility to opt for private services and avoid informal 
payments in the public sector.30
Suggestions for policy and further research: 
In terms of policies, governing bodies should regulate prices and ensure the quality of 
services in both, private and public, maternal care sectors. Additionally, policies that 
protect vulnerable population groups by exempting them from (co-)payments should 
also be put in place to reduce the financial burden of accessing adequate maternal care. 
Further research on the factors affecting the presence of OOP payments in maternal 
care should be undertaken to provide more evidence and explore the robustness of 
our results. The analysis could include other Eastern European countries as well as 
indicators on socio-economic and cultural factors. The presence of the private care 
sector, healthcare funding and the use of resources might play a crucial role in OOP 
payment policy. Hence, a study based on primary data might provide more insight into 
the context of the financial burden related to receiving maternal care services. 
Statement 4: Securing maternal care by a provider with adequate attitude, knowledge 
and skills can be challenging in Eastern European countries. 
How adequate maternal care providers’ attitude, knowledge and skills are, is analysed in 
Chapters 2-5 of this dissertation. To secure attention, knowledge and skills of maternal 
care providers, women in Eastern European countries are willing to pay OOP payments 
and use personal connections.160-162
There are two main push-factors that can lead to a careful selection of maternal care 
providers in Eastern Europe: the need for twenty-four-hour access to reliable information 
and the need for psychological comfort during childbirth. Thus, the desire to receive 
reliable information, better attention and responsiveness to feelings of anxiety can be 




research, women in Serbia believe that formal social protection does not ensure 
adequate providers’ attitude, knowledge and skills in maternity wards. They report poor 
bedside manners, derogative communication and lack of compassion by maternal care 
providers. These women reported to have often been addressed by a protocol number 
instead of their actual names and have not been informed about the medical procedures 
they have to undergo.22 These findings are supported by this dissertation as well.
When clear standards in healthcare provision are lacking or are not monitored, service 
quality can be artificially lowered by physicians to induce informal payments.163 Hence, 
substandard care appears in the context of providers misusing their market position, as 
well as government’s failure to ensure the necessary financial and regulatory framework 
for health care provision.21 In Georgia, for instance, the implementation of national 
guidelines and protocols for the management of maternal care is not monitored. Evidence 
shows that healthcare providers in Georgia do not always treat mothers based on the 
best available evidence.164 This problem was also found to be prevalent in Chapter 3 of 
this dissertation, where it was indicated that the available medical guidelines have only 
a guiding nature and providers are not obliged to apply them in their daily practice. In 
addition, standards of education and knowledge of evidence-based medicine are found 
to be lower in Eastern Europe and little attention is paid to the development of social 
and communication skills of medical doctors, which results in poorly trained physicians.
Discrepancies in maternal care provision in Eastern Europe were inherited from the 
communist period.165 Salaries of healthcare providers were low and accessibility and 
affordability of good quality care were limited. However, in countries like Bulgaria, 
Georgia and Latvia, the privatisation and deregulation of the healthcare sector made 
healthcare providers manipulate user fees and their remuneration. Yet, securing 
adequate services can be challenging, as not everyone can afford to pay or have such 
personal connections. Furthermore, evidence also shows that paying and using personal 
connections do not necessarily improve care satisfaction or quality of care, in particular 
when highly trained health workers are providing evidence-based medicine. A study in 
Hungary shows that women are ready to accept higher prices for healthcare services 
provided with better quality and access. Informal payments help some women to secure 
services, which they perceive to be of better quality. Besides the low salaries of maternal 
care providers discussed in previous statements, also the provider-induced substandard 





 Women most often use the payments and connections because they fear poor 
experiences.  
The reputation of providers is also of high importance to the women in their efforts to 
secure more safety, responsiveness and personal comfort, as more reliable information 
on service quality is generally absent in CEE countries.166 Thus, due to the prevalence 
of perceived sub-standard quality of maternal care services in Eastern Europe, pregnant 
women try to utilize maternal care services by the provider who is most popular.166 The 
above-mentioned study in Hungary also found that provider reputation and attitude is 
rated more important compared to other attributes of health care services.78 Women 
usually search for an adequate provider beforehand, have limited information about 
providers and rely on the experiences of others when selecting a provider.21
Suggestions for policy and further research: 
As indicated above, quality and continuity of maternal care services is compromised in 
Eastern Europe. There is a need for better compliance with standards and protocols, 
improvements in medical education and for making maternal care guidelines mandatory. 
More research should be done on the adequacy of maternal care offered in the region. 
It is also advisable to conduct a cross-country study on maternal care quality and health 
system reforms in postcommunist countries. Since women attach a higher value to 
the reputation and attitude of the maternal care provider, priority should be given to 
investments in human resources in terms of training, medical education reform. 
Statement 5: The low rates of antenatal and postnatal care visits and high rates of 
C-sections raise questions about the adequacy of maternal care provision in Eastern 
European countries. 
C-section is a common procedure that can save women’s and babies’ lives when 
complications occur during pregnancy or birth. However, C-sections for non-medically 
indicated reasons is a cause for concern, because the procedure is associated with 
considerable short-term and long-term health effects and unnecessarily increased 
health-care costs. C-sections have increased world-wide over the past 30 years and 
there is no sign of slowing down, while there are also no significant maternal or perinatal 
benefits from this increasing rate.167-169 However, there is still a debate on what an optimal 
C-section rate is. Although the WHO indicates that a 10–15% C-section rate is necessary, 
a recent study found that 19% could be also adequate.170,171
C-section rates vary considerably among the countries in Europe, with an average of 
22.5% in 2014 for the WHO European Region.171 Within the EU, rates in 2017 ranged 




Romania (44.1% in 2017), Georgia (43.2% in 2016) and Bulgaria (43.1% in 2017), the 
C-section rates were double the WHO European region average and almost triple the 
WHO recommended rate, which raises questions about the adequacy of maternal care 
provision in these countries.172 Chapter 5 of this dissertation confirms the existence of 
extremely high C-section rates in some Eastern European countries. In this study, 61% of 
participating women in Romania and 53% in Bulgaria reported giving C-section.
The high C-section rates can mainly be attributed to the increase in elective C-sections, 
for which there are three main driving factors: financial (e.g. incentives), legal (e.g. 
malpractice liability concerns) and technical (e.g. availability and training of midwives and 
nurses). There is evidence that private hospitals tend to perform more C-sections than 
public hospitals.173,174 Furthermore, differences also exist due to diverging preferences 
among women for a C-section across countries, which can be linked to the institutional 
arrangements of the maternal health system and cultural attitudes towards labour and 
birth.  Preference for a C-section is also linked to psychological reasons, including fear 
of uncontrollable pain and physical damage, but it can also be attributed to improper 
information on the benefits and risks of a C-section.175 C-sections can also be attributed 
to women’s position in society, their perceived role and gender inequality. Overall, 
C-sections result in an inefficient use of scarce resources that could be more efficiently 
used on other forms of care, including improved provision of antenatal and postnatal 
care, as discussed below.
In addition to the high C-section rates, another inadequacy of maternal care provision 
in Eastern Europe was reported in this dissertation, namely low rates of antenatal and 
postnatal care visits. Antenatal care is a major public health intervention aimed at ensuring 
safe pregnancy outcomes. Specifically, studies demonstrate that ANC attendance 
may protect against neonatal mortality and countries with low ANC attendance have 
a higher MMR.176 As mentioned several times in this thesis, the WHO recommends a 
minimum of 8 antenatal care visits to reduce poor health outcomes during the maternal 
period.177 Women and new-borns also require support and careful monitoring after birth 
(postnatal care). Most maternal and infant deaths occur in the first six weeks after the 
birth, yet postnatal care remains the most neglected phase in the provision of quality 
maternal and new-born care.178 The WHO recommends at least 4 postnatal care visits 
for the mother and baby within the first six weeks after birth.179 Postnatal care was found 
to be the least measured area of the maternal period. This finding underlines existing 
concerns about the limited monitoring of the quality of postnatal care.86
Even though Europe is the most equal of all regions in terms of ANC and postnatal care use, 
differences between countries and the number of visits received exist.180 Global, regional 
and comparable country data are only available for the previous WHO recommendation 




even this recommendation was not met.176 Particular groups of women have a higher 
risk of adverse outcomes of pregnancy and birth, including: adolescents, migrants, 
Roma and women with low socio-economic status or level of education. These groups 
often do not seek or do not receive sufficient ANC and postnatal care, which is an 
important factor for reducing the MMR.181  Chapters 4 and 5 of this dissertation confirm 
that women from the above-mentioned groups receive too few antenatal and postnatal 
care visits. The Chapters also outline a variation in antenatal and postnatal care use 
across the different Eastern European countries studied. In Moldova, 61.5% of women 
had fewer than 7 antenatal visits, while in Romania this percentage stood at 32.5%, in 
Bulgaria at 16.4% and in Latvia at 13%. Furthermore, about 7% to 18.7% of women in 
these four countries reported not having received any postnatal care. The variation in 
the rates across the different countries and the insufficient antenatal and postnatal care 
use can be linked to all five access-related barriers explored in the five Chapters of this 
dissertation, as well as in the discussion of the previous four statements.
The availability barrier to accessing antenatal and postnatal care can be linked to 
geographical disparities and the related healthcare infrastructure that pose a barrier to 
access adequate maternal care (e.g. lack of maternal care availability in rural areas). An 
additional barrier to receiving care can be attributed to the rural population often being 
financially disadvantaged and relying on (irregular schedules of) public transport, which 
can be costly and time consuming.146 The affordability barrier to seeking antenatal and 
postnatal care services can be further linked to formal and informal co-payments. In 
case of high OOP payments, the services become unaffordable for women, causing 
care interruption or delay.77 In Georgia, for example, the state provides only four free-of-
charge ANC visits.31 Postpartum care in Georgia is largely non-existent and it is also not 
included in the state-funded programs.182  Also, adequacy of care and approachability 
can affect ANC and postnatal care-seeking behaviour. These two barriers are linked to 
receiving substandard care and poor attitudes and communication from their maternal 
care providers. Statements 2 and 4 explained that, in order to secure adequate provider 
attitudes and care provision, women in Eastern European countries are ready to pay 
(informal) OOP payments and use personal connections.160-162 
These coping strategies are used to access care faster and to deal with “incompetent” 
and inattentive physicians who, in the absence of an effective monitoring and control 
mechanism, are in the position to provide substandard care and derogative attitude to 
induce the informalities.138,152 Consequently, such informal practices can cause women 
without connection and/or low-income to forgo or delay seeking ANC and postnatal 
care.21,30,138  Even though this dissertation found care acceptability to be a less prevalent 
barrier among women in Eastern Europe, other research shows that particular groups of 
women (e.g. migrants, Roma and women with lower levels of education) tend to receive 




determine whether women will seek the ANC and postnatal care services.  The evidence 
in this statement outlines that in some Eastern European countries C-section rates are 
too high, while the provision of antenatal and postnatal care is too low. This points to 
inadequacies and inefficiencies in maternal care provision, posing barriers to accessing 
adequate care related to all five access-related barriers explored in this dissertation. 
Suggestions for policy and further research:
Since all five access-related barriers explored in this dissertation are affecting the low 
rates of antenatal and postnatal care visits and the high rates of C-sections, intervening 
on the policy level alone is not sufficient to overcome these problems. Given the increase 
in the C-section rates and the socio-cultural factors that motivate this increase, it seems 
unlikely that the rising C-section trend can be reversed easily.183 Evidence shows that, 
in order to reduce unnecessary C-sections, public and private hospitals and providers 
need to be reimbursed equally for C-section and vaginal births.183,184 However, this could 
result in a risk of performing too few C-sections.  In addition, the literature suggests 
that women should be informed properly on the benefits and risks of a C-section.183 
With regards to antenatal and postnatal care, there is a need for more information and 
knowledge on the benefits of these services among women as well as on the availability 
of the care services that women are entitled to. The use of these services should be 
further promoted through (financial) incentives, such as sufficient coverage of care and 
the related indirect costs upon a timely initiation of care. To further encourage sufficient 
and timely use of antenatal and postnatal care, research should investigate how to 
further improve the skills and attitudes of maternal care providers in Eastern Europe, 
as discussed above. Further research should also explore additional mechanisms for 
provider reimbursement that would help in reducing the increasing C-section rates in 
Eastern Europe. 
7.3. CONCLUDING REMARKS
This dissertation has presented evidence on the barriers to accessing adequate 
maternal care in Eastern Europe in terms of availability, affordability, appropriateness, 
approachability and acceptability. To achieve better maternal health outcomes in Eastern 
European countries, action is required to ensure access to adequate maternal care for 
all women. 
One of the needed policy solutions to increase mothers’ physical and financial access to 
necessary care, especially in rural areas is to ensure the financial protection of women 
in terms of good maternal care coverage and to provide financial incentives to care 
providers and improved working conditions. Furthermore, in response to the high OOP 




and ensure quality of services in both the private and public maternal care sectors. 
However, to eliminate the deeply rooted and widespread informal payments in maternal 
care requires not only incentivising care providers, but also such governance measures 
as zero tolerance policies and punishment. We also found that women attach a high 
value to the reputation and attitude of the maternal care provider. In response to 
challenges securing maternal care with appropriate attitudes, communication and skills, 
priority should be given to investments in human resources and better compliance with 
standards and protocols. The high C-section rates and the low number of antenatal 
and postnatal care visits in some Eastern European countries were an alarming finding 
that point to inadequacies and inefficiencies in maternal care provision. It relates to all 
five access-related aspects explored in this dissertation. Given the complexity of this 
problem, intervening on a policy level alone is not sufficient. Besides all the above-
mentioned policy measures, to tackle this problem it is also important to intervene on 
a socio-cultural level by better informing women on the benefits and risks of care they 
are entitled to and even by addressing broader gender inequalities. Even though many 
Eastern European countries experience a shortage of resources, this dissertation also 
provides evidence that a more efficient allocation of existing resources would help in 
overcoming the access barriers women face. Furthermore, although practices cannot 
be directly transferred from one country to another, building on good practices abroad 
could be an essential starting point for reducing the barriers to accessing adequate 
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APPENDICES A – ADDITIONAL INFORMATION FOR 
CHAPTER 2
Appendix A1: Prisma checklist  








Structured summary 2 Provide a structured summary including, as applicable: 
background; objectives; data sources; study eligibility criteria, 
participants, and interventions; study appraisal and synthesis 
methods; results; limitations; conclusions and implications of 
key findings; systematic review registration number. 
See abstract
INTRODUCTION 
Rationale 3 Describe the rationale for the review in the context of what is 
already known. 
See Introduction
Objectives 4 Provide an explicit statement of questions being addressed 
with reference to participants, interventions, comparisons, 





5 Indicate if a review protocol exists, if and where it can be 
accessed (e.g., Web address), and, if available, provide 
registration information including registration number. 
Not publicly available
Eligibility criteria 6 Specify study characteristics (e.g., PICOS, length of follow-up) 
and report characteristics (e.g., years considered, language, 
publication status) used as criteria for eligibility, giving rationale. 
See Methods
Information sources 7 Describe all information sources (e.g., databases with dates 
of coverage, contact with study authors to identify additional 
studies) in the search and date last searched. 
See Methods
Search 8 Present full electronic search strategy for at least one database, 
including any limits used, such that it could be repeated. 
See Methods
Study selection 9 State the process for selecting studies (i.e., screening, eligibility, 
included in systematic review, and, if applicable, included in the 
meta-analysis). 
See Methods
Data collection process 10 Describe method of data extraction from reports (e.g., piloted 
forms, independently, in duplicate) and any processes for 
obtaining and confirming data from investigators. 
See Methods
Data items 11 List and define all variables for which data were sought 
(e.g., PICOS, funding sources) and any assumptions and 
simplifications made. 
See Methods
Risk of bias in individual 
studies 
12 Describe methods used for assessing risk of bias of individual 
studies (including specification of whether this was done at the 
study or outcome level), and how this information is to be used 
in any data synthesis. 
See Methods




Synthesis of results 14 Describe the methods of handling data and combining results 
of studies, if done, including measures of consistency (e.g., I2) 





Section/topic # Checklist item Reported on page # 
Risk of bias across 
studies 
15 Specify any assessment of risk of bias that may affect 
the cumulative evidence (e.g., publication bias, 
selective reporting within studies). 
n.a., not meta-
analysis
Additional analyses 16 Describe methods of additional analyses (e.g., 
sensitivity or subgroup analyses, meta-regression), if 
done, indicating which were pre-specified. 
n.a., not meta-analysis
RESULTS 
Study selection 17 Give numbers of studies screened, assessed for 
eligibility, and included in the review, with reasons for 
exclusions at each stage, ideally with a flow diagram. 
See Results
and Figure 2.1
Study characteristics 18 For each study, present characteristics for which data 
were extracted (e.g., study size, PICOS, follow-up 
period) and provide the citations. 
See tables and 
Appendix A1
Risk of bias within studies 19 Present data on risk of bias of each study and, if 
available, any outcome level assessment (see item 12). 
n.a., not meta-
analysis
Results of individual 
studies 
20 For all outcomes considered (benefits or harms), 
present, for each study: (a) simple summary data 
for each intervention group (b) effect estimates and 
confidence intervals, ideally with a forest plot. 
n.a., not meta-
analysis
Synthesis of results 21 Present results of each meta-analysis done, including 
confidence intervals and measures of consistency. 
n.a., not meta-
analysis
Risk of bias across studies 22 Present results of any assessment of risk of bias across 
studies (see Item 15). 
n.a., not meta-
analysis
Additional analysis 23 Give results of additional analyses, if done (e.g., 




Summary of evidence 24 Summarize the main findings including the strength 
of evidence for each main outcome; consider their 
relevance to key groups (e.g., healthcare providers, 
users, and policy makers). 
See Discussion
Limitations 25 Discuss limitations at study and outcome level (e.g., 
risk of bias), and at review-level (e.g., incomplete 
retrieval of identified research, reporting bias). 
See Discussion
Conclusions 26 Provide a general interpretation of the results in the 
context of other evidence, and implications for future 
research. 
See Discussion and 
conclusion
FUNDING 
Funding 27 Describe sources of funding for the systematic 
review and other support (e.g., supply of data); role of 
funders for the systematic review. 
n.a., no external 
funding
From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097. doi:10.1371/
journal.pmed1000097 
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APPENDICES B – ADDITIONAL INFORMATION FOR 
CHAPTER 3
Appendix B1: Key question included in the focus group discussions
1. Do you think that the payments for maternal care were a problem to access/use 
certain services?
2. Did you ever have to pay for maternal care unofficially in cash or kind?
 −  If yes, what was the reason for it? (e.g. gratitude, ensuring quality, it is widely 
accepted method)
3. In your opinion, what limits quality of antenatal, postnatal and childbirth care services 
in Georgia to you and all women irrespective of their socio-economic status and 
health conditions? 
4. Do you think that the limited quality of maternal healthcare services was a barrier to 
seek for the care (e.g. poor attitude, conditions in healthcare unit, treatment itself)? 
5. Did you experience any maternal care services being not available in the area you live 
(either not existent or shortage of availability) during antenatal, childbirth or post-
natal period?
 − Was that a barrier to seek for the health service?
6. Did you experience any issues to access maternal care services during antenatal, 
childbirth or post-natal period in terms of distance or time?
 − Was that a barrier to seek for the necessary health service?
7. Do you perceive a need to receive maternal healthcare services during all the 3 
phases – pre/postnatal and childbirth?
8. Could you tell whether there are any maternal care services that you think are not 
necessary/important?
 - Is that a reason you did not seek for them?
9. Did you feel like you were missing information on the use of maternal services?
10. Where there any other reasons that held you back from or were a barrier of using 
maternal care services provided by healthcare professional (e.g. culture, religion, 
gender relationship in family)?
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Appendix B2: Key question included in the in-depth interviews
1. Do you think that the payments for maternal care are a problem to access/use certain 
services?
2. Have you experiences that maternal care services are handled unofficially in cash or 
kind?
3. If yes, what in your opinion is the reason for it? (e.g. gratitude, ensuring quality, it is 
widely accepted method
4. In your opinion, what limits adequacy of antenatal, postnatal and childbirth care 
services in Georgia to all women irrespective of their socio-economic status and 
health conditions? 
5. Do you think that the limited quality of maternal healthcare services was a barrier to 
seek for the care (e.g. poor attitude, conditions in healthcare unit, treatment itself)? 
Could you explain why?
6. In your opinion, what are the main barriers to seek for the necessary maternal 
healthcare service in terms of space and time? Please explain your opinion.
7. Are any maternal care services being not available (either not existent or shortage of 
availability) during antenatal, childbirth or post-natal period?
 - Is the availability a barrier to seek for the health service?
8. Is there diversity of perceived need of maternal healthcare services among different 
women during all the 3 phases – pre/postnatal and childbirth?
9. Could you tell whether there are any maternal care services that some women might 
perceive as not necessary/important? 
 - Is that a reason not to seek for them?
10. Do you think some women are missing information on the use of maternal services?
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Appendix B3: Boxes with participant quotes
Box 1. Statements that indicate availability problems
Women
‘Not enough incubators and beds in some hospitals even in capital city. Postnatal care does not exist, which 
is an issue.’ (FGDs, multiple children, Tbilisi).
‘I had problems with breastfeeding and it was a problem that there was no postnatal care which strikes most 
mothers.’ (FGDs, single child, Tbilisi).
 ‘More advanced services are available only in bigger cities.’ (FGDs, single child, Batumi).
‘Availability of anaesthesiologist was an issue.’ (FGDs, single child, Kutaisi).
‘Antenatal care is difficult, because we are in a rural area. We cannot always seek care in Batumi or Tbilisi 
city.’ (FGDs, multiple children, Batumi).
‘Distance is an issue for women from rural areas, because in the capital the care is more adequate and 
modern than in rural areas.’ (FGDs, single child, Tbilisi). 
Health professionals
‘Some kind of services could be unavailable when needed; especially in rural areas some services are really 
missing and could contribute to access issues and therefore quality of healthcare. Human resources are an 
issue. (IDIs, gynaecologist, Tbilisi)
‘There are issues in accessing care in high-mountain areas. The rest receive some care, just depends on 
what quality.’ (IDIs, gynaecologist, Tbilisi).
‘Georgia has a three-delay morale [decision to seek care, reaching care, receiving adequate care]. Once the 
decision [to seek care] has been made, that there is a spatial barrier, more prevalent in rural and mountain 
areas.’ (IDIs, gynaecologist, Tbilisi).
‘The third delay is when you have overcome the decision and spatial delays, but the hospital or the type of 
care you need is not there which happens in Georgia’ (IDIs, gynaecologist, Tbilisi).
Decision-makers
‘Privatization creates an access issue because the providers can decide what services they want to provide.’ 
(IDIs, ministry advisor, Tbilisi).
‘Family doctor involvement and assistance is not available for pregnant women, but would be useful to 
improve access.’ (IDIs, Health Ministry, Tbilisi)
‘There is a lack of anaesthesiologists and C-section provision in low-volume facilities’ (IDIs, USAID, Tbilisi)
‘There is no postnatal care available, but it should be mandatory since it contributes to maternal and child 
health outcomes.’ (IDIs, NCDC, Tbilisi)
‘No geographical access issue per se, but rather quality access issue with geographical differences in case of 
complications.’ (IDIs, USAID, Tbilisi)
High-mountain and rural areas have issues with substandard care.’ (IDIs, NCDC, Tbilisi)
‘Travel distance, especially in rural areas, is coupled with financial problems.’ (IDIs, UNICEF, Tbilisi)
‘Challenge of transportation of new-borns and referrals in Georgia creates access barrier.’ (IDIs, ministry 
advisor, Tbilisi).
‘Healthcare regionalization instead of the existing centralized system would improve accessibility to good 
maternal services’ (IDIs, Health Ministry, Tbilisi)
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Box 2. Statements that indicate appropriateness barriers
Women
‘Everywhere the care is not of good quality; you need to search for it.’ (FGDs, multiple children, Tbilisi).
‘Adequacy of care is not unified in the entire country.’ (FGDs, single child, Tbilisi)
‘Poor conditions at the facility (visual, hygiene issues). When I needed help, nobody came to help me and my 
husband had to manage it.’ (FGDs, multiple children, Kutaisi).
Health professionals
‘The women are accessing antenatal care, but what happens during those visits is an issue.’ (IDIs, 
gynaecologist, Tbilisi).
‘In Georgia, maternal mortality is high due to low quality of antenatal care. Problems are not identified in 
time, because of underqualified staff’ (IDIs, gynaecologist, Tbilisi)
Decision-makers
‘In regions, maybe it is more of a problem.’ (IDIs, Ministry Advisor, Tbilisi).
‘Direct effects on quality are services clearly lacking standards and there is the tendency from providers 
to perform unnecessary treatments or tests and prescribe unnecessary drugs. Women that die have no 
attendance issues, the problem can be found in the quality of care and the poor recognition of health 
complications. It is important to know where to go for good care and not everyone knows those things.’ 
(IDIs, USAID, Tbilisi)
Box 3. Statements that suggest there are no appropriateness barriers
Women
‘Previously, there were condition problems in the facility, but they have improved a lot. Since women have 
free choice where to go and choose the quality they like, it does not contribute to access barriers.’ (FGDs, 
multiple children, Tbilisi).
‘I was satisfied with the good attitudes from doctors and the proper management of my pregnancy that 
involved complications.’ (FGDs, multiple children, Tbilisi).
‘I knew a good doctor through friends and I was also very happy with the services, [I did not make any] 
negative experiences of quality or attitude.’ (FGDs, single child, Tbilisi).
‘We are very satisfied with the quality and the attitudes and there is no such access barrier.’ (FGDs, multiple 
children, Batumi).
Health professionals
‘When a patient is coming to me, I am not letting her go until she is well informed and understands 
everything. If this person is not satisfied with the quality today she will not come back tomorrow.’ (IDIs, 
gynaecologist, Kutaisi).
‘The quality is not universal in the country, but you can choose the doctors and facilities for quality reasons.’  
(IDIs, maternity house manager, Tbilisi). 
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Box 4. Statements that indicate affordability problems
Women
‘I needed an extra test due to my high-risk pregnancy that was expensive. I had to pay OOP and I needed 
support from family, otherwise it was not possible.’ (FGDs, multiple children, Tbilisi).
‘I needed C-section that should be paid OOP and therefore had to change for a cheaper facility.’ (FGDs, 
multiple children, Tbilisi).
‘I had complications and I had to pay OOP, they [the state] cover expenses only when it gets extremely 
dangerous. This is a real access issue for the needed care and makes people to postpone the care until it 
gets even more serious.’ (FGDs, multiple children, Tbilisi)
‘Financial barrier in rural areas is a very high barrier to access care (even 8 Euros). Family will always pay for 
you in Georgia; otherwise you could not access the care you need.’ (FGDs, multiple children, Tbilisi).
‘I needed a genetic test which costed 800 Euros and I could not do it because it was too much - finance is 
the access issue for good care.’ (FGDs, single child, Tbilisi)
‘Pharmaceutical costs were too high for me’ (FGDs, multiple children, Kutaisi).
Health professionals
 ‘The financial aspect is very important in Georgia. Salaries are too low, especially in rural areas, and that is 
the main reason people are postponing care’. (IDIs, gynaecologist, Kutaisi).
‘In my facility, the price is high and some women cannot access the care here and have to go somewhere 
else. Universal coverage only covers basic needs.’ (IDIs, maternity house manager, Tbilisi)
Decision-makers
‘Providers are charging for additional visits and doing tests that add costs. It can be a burden for vulnerable 
population groups, such as the poor.’ (IDIs, USAID).
‘Prescribed medicine could be a barrier for some women.’ (IDIs, NCDC director).
‘There are some population groups that have covered pharmaceuticals, but the amount is very limited, 
which creates an access problem.’ (IDIs, Health Ministry, Tbilisi). 
‘Access to maternal care can be a very big burden for families in care of complicated cases and when 
additional antenatal visits are needed.’ (IDIs, Health Ministry, Tbilisi). 
Box 5. Statements that indicate there are no affordability problems
Women 
‘I paid 600 Euros and I was ready for the payment and I am happy with it.’ (FGDs, multiple children, Tbilisi)
‘I had private insurance and it helped me to pay everything, except pharmaceuticals.’ (FGDs, single child, 
Tbilisi)
‘I had a complicated case and I was transferred to Tbilisi region, but the state was covering that completely. 
This region is well covered by state programs’. (FGDs, multiple children, Batumi).
‘It is not often problematic to pay, because it is little we have to contribute and we were already financially 
prepared.’ (FGDs, single child, Batumi).
‘My husband and me are working, therefore we do not face financial barriers’. (FGDs, single child, Kutaisi).
‘Getting a child is such a happy event that you forget about the costs attached.’ (FGDs, multiple children, 
Kutaisi).
Health professionals
‘In general, the government arrangements for pregnant women do a good job. Every woman receives care 
in 11 weeks of pregnancy, so payment should not be the reason for not accessing care.’ (IDIs, gynaecologist, 
Tbilisi).
‘I don’t think so [that there are affordability barriers]. We have the law that if a woman is delaying her care 
then the state program is not supporting her anymore and she has to pay OOP, and in that way, she is 
stimulated to seek care on time.’ (IDIs gynaecologist, Tbilisi).
Decision-makers
‘Accessibility has increased since the universal coverage and affordability is an issue to a lesser extent 
nowadays.’ (IDIs, Health Ministry, Tbilisi).
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Box 6. Statements that indicate approachability problems
Women
‘I experienced poor attitudes and ignorance by healthcare providers.’ (FGDs, multiple children, Tbilisi).
‘I had some problems and I experienced attitude issues from nurses and doctors.’ (FGDs, multiple children, 
Tbilisi).
‘My care was delayed while being in hospital due to ignorant attitudes from healthcare workers when I called 
them.’ (FGDs, multiple children, Tbilisi)
‘We sometimes do not understand what doctors mean and have the impression they only want to make their 
patients confused.’ (FGDs, multiple children, Tbilisi)
‘There were poor attitudes in my clinic when I needed spinal anaesthesia and I would not go there again.’ 
(FGDs, single child, Tbilisi)
‘We experienced poor attitudes from medical staff.’ (FGDs, multiple children, Kutaisi).
‘There is an educational problem for women related to maternal care use and importance. Also, primary 
care gynaecologists lack information how to handle consultations.’ (FGDs, single child, Tbilisi).
‘I don’t know about programs covering high-risk women and if we are not informed about different 
programs we don’t know what services we can have.’ (FGDs, multiple children, Batumi).
‘We had little information about childbirth and breastfeeding, and we only have information from peers and 
family.’ (FGDs, single child, Batumi)
Health professionals
‘Poor communication can influence quality of care and when women are unhappy due to poor 
communication they are not able to share their experiences or problems. Provider attitudes have improved, 
but are still the most problematic in rural areas’ (IDIs, gynaecologist, Tbilisi)
 ‘Yes, it is a problem, especially in rural areas, and their antenatal care-seeking behaviour is delayed. They are 
missing information about the importance of it.’ (IDIs, gynaecologist, Tbilisi)
Decision-makers
‘Due to the lack of knowledge, they are often waiting until a critical point, hesitating to go to a doctor and 
hoping that everything will be OK rather than preventing problems or seeking care at an early stage.’ (IDIs, 
UNICEF, Tbilisi).
‘Generally, there is in the country some kind of fear to go to the doctor, because of low trust. People have a 
problem to understand that prevention is better than cure. Population awareness in the country of what is 
good quality care is generally low’ (IDIs, ministry advisor, Tbilisi.)
‘Lack of information and education (especially in rural areas) is a barrier to seek maternal care sufficiently and 
on time.’ (IDIs, NCDC, Tbilisi)
‘There could be problematic attitudes from providers and they can influence health outcomes, but they are 
no reason for not seeking maternal care.’ (IDIs, UNICEF, Tbilisi).
‘Attitudes and responsiveness of healthcare providers, including the consultation time, is worrisome, which 
influences the delay in care and safety of women.’ (IDIs, NCDC, Tbilisi) 
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Box 7. Statements that indicate there are no approachability problems
Women 
‘I knew a good doctor; all my family members went there and I did not experience miscommunication. After 
I had to start taking medication, doctor checked on me every day and I was very happy with this attitude.’ 
(FGDs, single child, Tbilisi)
‘I knew everything about the antenatal visits.’ (FGDs, multiple children, Batumi).
‘We all thought that care during antenatal and postnatal period is necessary, but postnatal care was not 
available.’ (FGDs, multiple children, Tbilisi).
‘I haven’t heard of any cultural or religious reasons that could act as barriers to accessing maternal care, at 
least not for the Georgian population.’ (FGDs, single child, Tbilisi).
‘We are generally satisfied with the attitudes we encountered from our doctors.’ (FGDs, multiple children, 
Batumi)
Health professionals
‘Women don’t have problems with poor attitudes, if they are not satisfied, they will go elsewhere. Lacking 
information is unusual. Ladies are talking with each other. Before coming to receive care, they are already 
informed that they need care and at least eight visits.’ (IDIs, gynaecologist, Kutaisi).
No cultural or religious barriers for institutionalized care. Here natural childbirths are not happening, only in 
maternity wards.’ (IDIs, gynaecologist, Tbilisi)
‘All women in Georgia perceive the need to use maternal care sooner or later, and furthermore childbirths 
are institutionalised.’ (IDIs, gynaecologist, Tbilisi).
Decision-makers
‘Even if the women are poorly informed during the antenatal and postnatal period, insufficient information is 
not a barrier to reject the institutionalized maternal care services. Sooner or later the women do use them.’ 
(IDIs, health ministry, Tbilisi).
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APPENDICES C – ADDITIONAL INFORMATION FOR 
CHAPTER 4
Appendix C1: Questionnaire on access to an adequate maternal care 
in Latvia
 
• This questionnaire is developed in line with a research project, which is a part of a 
doctorate dissertation. 
• The aim of this questionnaire is to collect data on mother’s experience with maternal 
care in Latvia during the LAST pregnancy, childbirth and postnatal period.
• Women who gave birth in Latvia during the last 4 years (2013 – 2017) are invited to 
participate.
• The overall aim is to increase the knowledge on this topic and to provide information 
in order to improve the access to an adequate maternal care in Latvia.
• This research has a pure academic purpose 
• All your answers will be kept fully confidential and no personal data (such as name, 
address, etc.) will be ever disclosed. 
• The survey answers are highly important to this study and we hope you will share 
your experiences by answering all questions in this questionnaire.
• This questionnaire involves several open and close-ended questions focussing on 
your experiences during your LAST pregnancy, child-birth and postnatal period.
• It is expected that you will need about 30 min to fill in the questionnaire.













Your place of living (urban or rural area, which province):
When was your last childbirth?





Setting of the last childbirth (e.g. home setting/hospital /maternity house/other)
How many children do you have in total?
What is your civil status?
Single, living alone
In partnership, living with a partner
Married, living with the spouse
Separated, living alone
Widow, living alone
Which of the following categories correspond to your NET average household income 











Questions about health of a woman 
Here we are going to discuss your health during your LAST pregnancy, childbirth and 
postnatal period (up to 42 days after the childbirth). 
Maternal health = Health of a woman during pregnancy, childbirth and postnatal period.
Maternal care = Healthcare that a woman receives during her pregnancy, childbirth and 
postnatal period in order to ensure good health and to avoid maternal death and other 
negative health outcomes.
Maternal care providers= Healthcare providers, which are providing all necessary 
services related to women’s pregnancy, childbirth and postpartum period.
(1) Did you experience any health complications during your LAST pregnancy, childbirth 
or postnatal period (up to 42 days after birth)?
YES/NO
 a.  If yes, please list what complications did you experience during pregnancy, 





(2) Did you have a natural childbirth or C-section section?
C-section section
Natural childbirth
(3) How many times until the childbirth did you receive antenatal check-ups by maternal 
care provider (e.g. gynaecologist, midwife)? This excludes separate blood tests and 
visits to other specialists.
(4) How many times did you visit maternal care provider during the postnatal period (up 
to 42 days after childbirth?
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Questions about availability of an adequate maternal healthcare 
Here we are going to discuss your experience with the availability of maternal care 
services that you perceive of ADEQUATE during your LAST maternal period.
ADEQUATE here means: 
• Modern medical equipment
• Renovated healthcare facility 
• Polite staff with good reputation and skills
Availability of such good quality services reflects: 
• Geographical location of the facility (how far you had to travel),
• Opening hours/waiting lists
• Different services and providers that you could/was able to choose from.
ANTENATAL period = time during pregnancy and before child-birth
POSTNATAL period = up to 42 days after the child-birth
(5) Please tell me how available you think the good quality maternal care services were 




Available, but not good quality
Available, with good quality
 a.  Did you experience any barriers to access maternal care services you needed due 
to the distance to the institution, transportation infrastructure or time? 
YES/NO
  	 If yes, please explain.
 b.   Have you experienced any problems with waiting lists, referrals or opening hours 
of maternal care institutions? 
YES/NO
  • If yes, please explain.
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 c. Have you experienced that some maternal care services you needed were not 
available in the area you live?
YES/NO
  	 If yes, please explain.
 d. Did you experience at any point a shortage of medical staff, which in your opinion 
can deliver adequate services? 
YES/NO
  	 If yes, please explain.
Questions about the appropriateness of antenatal, childbirth and postnatal 
services 
Further we are going to discuss your experience with the appropriateness of maternal 
care services. 
Appropriateness here refers to:
• Quality of procedures and care delivered by health professionals in terms of their 
skills and knowledge
• Medical devices, facility maintenance, accommodation and environment.
Antenatal period = time during pregnancy (before birth)
Postnatal period = 42 days after childbirth
(6) In your opinion, how was the quality of maternal care services you received during 
the antenatal, childbirth and postnatal period? Describe your experience
 a.  Were you satisfied with the skills of healthcare professionals and conditions at 
facility? 
YES/NO
 • Please explain
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Questions about affordability of maternal care services (not visible in the 
survey)
Here we are going to discuss payments you made for maternal care services, including 
various types of out-of-pocket (OOP) payments, but also indirect payments (e.g. travel 
costs) that can make the maternal care less affordable and limit access to it.
OOP payments include:
• OFFICIAL cash payments for which one may usually receive a receipt or other 
document
· INFORMAL cash payments (such as gratitude cash payments or under-the-table 
cash payments) without receiving a receipt or other document, or gifts in kind for 
receiving medical services.
OOP payments EXCLUDE monthly payments for health insurance or payments that are 
later received back from state or health insurer. 
(7) Did you receive maternal care in public or private sector?
1= Public
2= Private
3= Mix of Public and Private
(8) Did you have to pay for maternal care services OOP?
YES/NO
 a.  How much did you spend OOP in total (official + informal) for maternal care 
services during pregnancy, childbirth and postnatal period?
 b. What services did you pay for? 
 c.  Did your household experienced a financial burden in order to pay for maternal 





 d.  Did you make informal payments (sometimes described as ‘under-the-table’ 
payments) or gave goods to healthcare providers for their services (in addition to 
any official fees)?   
  [Please specify only one option.]    
1= Yes, frequently.
2= Sometimes/it depends on the services provided, or on the doctor.
3= No.
4=  I do not know
(9) (Answer only if your answer was 1 or 2): FOR WHAT services did you pay, WHEN did 
you pay (before, after the service), HOW did you pay (e.g. money, candy),  WHAT was 
the reason for it (e.g. to show gratitude, provider asked/expected, to guarantee the 





(10) During your pregnancy and postnatal period (up to 42 days after birth) how many 
times you DID NOT VISIT maternal care provider providing any of the necessary 




Questions about attitudes and communication from maternal care provider 
(not visible in the survey)
Here we are going to discuss attitudes and communication from the side of maternal 
care provider. Access to an adequate maternal care might be hindered if there is a 
poor communication, attitude or even discrimination from the healthcare provider. It 
can result in social distance between healthcare provider and woman and in mistrust 
towards the healthcare provider.
(11) Were you satisfied with attitude from maternal care providers and with the way they 
communicated with you?
YES/NO
 a.  Please explain how were their attitudes and communication towards you and give 
an example if you can.
 b. Did you feel like maternal care providers informed you sufficiently and tried to 
answer all your questions?
YES/NO
	  	Please give an example.
Questions about acceptability of maternal care services in Latvia
Here we are going to discuss factors that might have influenced you to accept or refuse 
the need for maternal care services, such as health literacy, family traditions as well as 
culture and gender norms. It also refers to general awareness regarding the necessary 
care and the information distributed regarding services and treatments.
(12) Did you think it is important to receive maternal healthcare services during antenatal 
period, childbirth and postnatal period? 
YES/NO





(13) How informed do you think you were and what were your information sources 
about care in maternal period and about maternal care services? 
 a. Did you feel like you were missing any information during the maternal period?
YES/NO
(14) Please list here if there were any cultural, religious, gender relationship or family 
tradition reasons that were for you a barrier to receive adequate maternal care 
services
Questions about general satisfaction of the maternal care services 
(15) Overall, were you satisfied with the services received during maternal period?
YES/NO
(16) Do you have anything else you would like to add?
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Appendix C2: In-depth interview guide
Below is a general guide for leading the in-depth interviews. This guide may be slightly 
modified as needed, but without changing the content of the questions. During the 
interview, additional clarifying questions can be posed. Before the interview starts, 
participant is provided with a verbal informed consent.
I. INTRODUCTION & INFORMED CONSENT (5 MIN)
• Thank the respondent and introduce yourself. Thank you for accepting our invitation 
for this interview. Your participation is highly important to us. Let me first present 
myself: ... The interview should last about 1 hour. 
• Explain the general purpose of the interview. The questions prepared for this 
interview concern your opinion and attitudes related to access to an adequate 
maternal care in Latvia. This interview and similar interviews with decision-makers 
and healthcare providers are carried out for a doctoral dissertation focused on the 
barriers to access a good quality maternal care in Central Eastern European countries. 
Results of these interviews will be demonstrated in a study with purely scientific 
objectives. The study aims to increase the knowledge and insights on this topic and 
to provide this information to improve the access to an adequate maternal care in the 
Central Eastern Europe.
• Explain the process of the interview. There will be several main questions during the 
interview while additional clarifying questions can be posed.
• Address the issue of confidentiality.  Information discussed is going to be analysed 
as a whole and respondent’s personal details will be kept completely confidential and 
anonymous.
• Explain the presence and purpose of recording equipment and introduce 
observers. I will need to tape record the discussion because I would not want to miss 
any of your comments. No one outside of this room will have access to these tapes. 
• Ask the respondent to give the Informed Consent. If you wish, interview transcripts 
can be shared with you, because including the information in the study, so you can 
check whether there is no misinterpreted information. Do you agree to participate in 
this interview?
• Make sure that the respondent is ready to start. Do you have any questions? May we 
turn on the tape recorder? 
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II. MAIN QUESTIONS (50 min)
Elicit opinion about availability of an adequate maternal care services in Latvia
Here we are going to discuss availability of maternal care services that you perceive of 
good quality. Availability reflects the geographical location, distribution and number of 
healthcare facilities, their opening hours, as well as the services and providers that the 
service users (childbearing women in our case) can choose from.
(1) Please tell me how available maternal care services are during antenatal period, 
childbirth or postnatal period
Think about:
- certain services/devices/medicines
- medical staff delivering adequate services
- geographical distance to facility
- Transportation infrastructure (ability to reach the care in need)
- Waiting lists and referrals
(2) How do you think the current situation of maternal care availability in Latvia influences 
health outcomes of the mothers and their babies?
Elicit opinion about the appropriateness of maternal care services in Latvia
Here we are going to discuss the perceived quality of maternal care services in terms 
of provider knowledge and skills (quality of procedures and care delivered by health 
professionals.  Other aspects of appropriateness refer to medical devices, facility 
maintenance, accommodation and environmental aspects.
(3) In your opinion, what is the quality of maternal care in Latvia women receive during 
antenatal period, childbirth and postnatal period irrespective to their socio-economic 
status or health condition?
Think about:
a. Skills of and the methods and technologies used by healthcare professionals 
b. social aspects and cleanness/conditions in facilities
(4) How do you think the current level of maternal care services quality in Latvia 




Elicit opinion about affordability of maternal care services in Latvia
Here we are going to discuss payments made by the service user (childbearing women), 
including various types of OOP payments, but also indirect payments (e.g. travel costs) 
related to maternal care services families and women face in the maternal period.
(5) What maternal care services do women pay for and how much do they cost?
(6) What do you think about the payment for good quality maternal care services and 
what is the difference between public and private sector?
Think about:
a. Payment among poor population groups
b. Payment for pregnancies with complications
c. Costs in public versus private system
(7) Would your country’s childbearing women be expected to make unofficial payments 
[sometimes described as ‘under-the-table’ payments] to doctors for their services (in 
addition to any official co-payment of appointment fees)?  
 a. in case positive: What is the reason for it? (e.g. gratitude, quality)
(8) How do you think the current level of payment for an adequate maternal care in 
Latvia influences care seeking behaviour and health outcomes of women and their 
babies?
Elicit opinion about maternal care provider attitude and communication 
aspect in Latvia
Here we are going to discuss attitudes and communication from the side of maternal 
care provider. It refers to the psychological dimension of access to maternal care, 
which might be hindered by poor communication or attitude from the side of provider, 
resulting in social distance and mistrust in those providers, and even by discrimination 
on the side of healthcare staff.
(9) What can you tell me about the attitudes from maternal care providers towards 
women?
 a. Is there a difference between public and private sector?
(10) How do maternal care providers interact with women? 
Think about:




(11) How do you think the attitude and communication of maternal care providers in 
Latvia influence health outcomes of women and their babies?
Elicit opinion about acceptance of maternal care services in Latvia
Here we are going to discuss factors that influence childbearing women to accept or 
refuse the need for maternal care services, such as education, culture, traditions and 
gender norms. It also refers to awareness of service availability among service users, as 
well as to the information distributed regarding available treatments and services.
(12) How do you think women perceive the need for maternal healthcare services in 
Latvia and by what factors is it influenced?
Think about:
- Culture; Traditions; Gender norms
- Education, literacy
(13) What do you think about education and health literacy about maternal care services 
and the appropriate use of them?
Think about:
a. School curriculum
b. Women living in rural vs. urban areas
c. Information from social network and family
(14) How do you think the current level of maternal care acceptance and general health 
literacy in Latvia influences health outcomes of women and their babies? 
Elicit opinion about the use of guidelines for maternal health services in Latvia
I would like to discuss guidelines for maternal care services in Latvia.
(15) What guidelines are there for maternal care providers and when are they used?
(16) How up to date are these guidelines available and how to access them?
(17) Are patient groups involved in developing such guidelines? How?
(18) How is the use of them controlled?
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Elicit opinion about the registry of maternal deaths in Latvia
Lastly, I would like to discuss with you how maternal deaths are registered on Latvia and 
what is the current situation. 
(19) Can you explain how maternal deaths are registered in Latvia?
(20) How accurate do you think the maternal deaths are classified, registered and 
reported?
III. CLOSING PART (5 MIN)
• Ask respondent if there is anything to add. These were all questions I wanted to 
discuss with you. Do you have anything to add with respect to this topic?
• Thank the respondent. This is the end of the interview. Thank you very much for 
your input. Your opinion is highly valuable for our study. 
• Explain once again what will happen with the information collected As I mentioned 
at the beginning, our study has purely academic purposes. No one outside of this 
room will have access to these tapes. The information will be analysed as a whole 
and your personal details will never be presented.
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Appendix C3: Socio-demographic characteristics comparison between 
included and excluded women-participant samples
Women-participants’ socio-demographic characteristics comparison 
 Included (50)  Excluded (572) 
Difference in 
means
Age in years 18-47 years  Mean: 28.48 Mean: 29.83 p=0.081a




































Household income Up to €500
€501 - €1500 
€1501 -  €3000










Last childbirth 1 year ago, or less
2-3 years ago  








a Independent sample t-test
b Mann_Whitney U test
c Fisher’s exact test
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APPENDICES D – ADDITIONAL INFORMATION FOR 
CHAPTER 5
Appendix D1.  Questionnaire on barriers to access good quality 
maternal care in Bulgaria, Moldova and Romania
• This questionnaire is developed in line with a research project, which is a part of a 
doctorate dissertation. 
• The aim of this questionnaire is to collect data on mother’s experience with maternal 
care in (country) during the LAST pregnancy, childbirth and postnatal period.
• Women who gave birth in (country) during the last 4 years (month/year – month/
year) are invited to participate.
• The overall aim is to increase the knowledge on this topic and to provide information 
in order to improve the access to an adequate maternal care in (country).
• This research has a pure academic purpose.
• All your answers will be kept fully confidential and no personal data (such as name, 
address, etc.) will be ever disclosed. 
• The survey answers are highly important to this study and we hope you will share 
your experiences by answering all questions in this questionnaire.
• This questionnaire involves several close-ended questions focussing on your 
experiences during your LAST pregnancy, child-birth and postnatal period.
• Questions are related to availability, appropriateness, affordability, approachability 
and acceptability of maternal care services.
• It is expected that you will need about 20 min. to fill in the questionnaire.
Do you agree to participate in this survey? 
Your current age:













Your place of living (urban or rural area, name of province):
When was your last childbirth?
















What is your civil status?
Single, living alone
In partnership, living with a partner
Married, living with the spouse
Separated, living alone
Widow,  living alone
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Which of the following categories correspond to your NET average household income 









Questions about health of a woman 
Here we are going to discuss your health during your LAST pregnancy, childbirth and 
postnatal period (up to 42 days after the childbirth). 
Maternal health = Health of a woman during pregnancy, childbirth and postnatal period.
Maternal care = Healthcare that a woman receives during her pregnancy, childbirth and 
postnatal period in order to ensure good health and to avoid maternal death and other 
negative health outcomes.
Maternal care providers= Healthcare providers, which are providing all necessary 
services related to women’s pregnancy, childbirth and postpartum period.
(17) Did you experience any health complications during your LAST pregnancy, childbirth 
or postnatal period (up to 42 days after birth)?
YES/NO
 a.  If answered with yes, when  did you experience the complications? (multiple 
answers possible)
1. Problems/complications existed already before the pregnancy
2. Complications occurred during pregnancy
3. Complications occurred during childbirth
4. Complications occurred during postnatal period
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(18) Did you have a natural childbirth or C-section section?
C-section section
Natural childbirth
(19) How many times until the childbirth did you receive antenatal check-ups by maternal 
care provider (e.g. gynaecologist, midwife)? This excludes separate blood tests and 








(20) How many times did you visit maternal care provider during the postnatal period 







Questions about availability of adequate of antenatal, childbirth and postnatal 
care services.
Here we are going to discuss your experience with the availability of maternal care 
services that you perceive of GOOD QUALITY during your LAST maternal period.
 
GOOD QUALITY here means: 
• Modern medical equipment
• Renovated healthcare facility 
• Polite staff with good reputation and skills
Availability of such good quality services reflects: 
• Geographical location of the facility (how far you had to travel),
• Opening hours/waiting lists
• Different services and providers that you could/was able to choose from.
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ANTENATAL period = time during pregnancy and before child-birth
POSTNATAL period = up to 42 days after the child-birth
(21) Please tell me how available you think the good quality maternal care services were 
for you during antenatal period, childbirth and postnatal period? (choose only one 




Available, but not good quality




Available, but not good quality




Available, but not good quality
Available, with good quality
 a.  Did you experience any barriers to access maternal care services you needed 
due to the distance to the institution, transportation infrastructure or travel 
time? 
YES/NO
	 	 		If answered with yes, please indicate which barrier(s) you experienced 
(multiple answers possible).
Travel time was more than 40 min one way
Travel distance was more than 50 km one way
Limited or no access by public transport
 b.   Have you experienced any problems with waiting lists, referrals or opening 




	 	 		If answered with yes,  please indicate which barriers you experienced 
(multiple answers possible).
Limited working hours at facilities
Long waiting lists
Problems related to referrals
 c.  Have you experienced that certain maternal care services  you needed were not 
available in the area you live?
YES/NO
  •  If answered with yes, please indicate which services were not available 








 d.  Did you experience at any point a shortage of medical staff, which in your 
opinion can deliver adequate services? 
YES/NO
  •  If answered with yes, please indicate what shortage was there (multiple 
answers possible). 
Enough staff, but not adequate quality services
Shortage of gynaecologists
Shortage or midwives
Shortage of medical assistants
Shortage of administrative staff
197
APPENDICES
Questions about the appropriateness of antenatal, childbirth and postnatal 
care services.
Further we are going to discuss your experience with the quality of maternal care 
services. 
Quality here refers to:
• Quality of procedures and care delivered by health professionals
· Facility maintenance, accommodation and environment.
Antenatal period = time during pregnancy (before birth)
Postnatal period = 42 days after childbirth
(22) In your opinion, how satisfied you were with the quality of maternal care services 
you received during the antenatal, childbirth and postnatal period? Select one of 
















3. Neither satisfied nor dissatisfied
4. Dissatisfied
5. Very dissatisfied






  •  If answered with no at least one time, please indicate what was unsatisfactory 
(multiple answers possible).
Lack of/ inconsistent information provided
Lack of medical attendance
Disrespectful verbal behaviour
Disrespectful physical behaviour
Lack of knowledge 
Inattentive & inaccurate medical staff (e.g. do not notice important things)
 b. Were you satisfied with the conditions at facilities? 
YES/NO
  •  If answered with no, please indicate which conditions were unsatisfactory 
(multiple answers possible).
Substandard bathrooms/toilets
Substandard facilities at childbirth unit
Substandard facilities at antenatal care unit
Substandard facilities at postnatal care unit
Questions about affordability of antenatal, childbirth and postnatal care 
services.
Here we are going to discuss payments you made for maternal care services, including 
various types of out-of-pocket (OOP) payments, but also indirect payments (e.g. travel 
costs) that can make the maternal care less affordable and limit access to it.
OOP payments include:
• OFFICIAL cash payments for which one may usually receive a receipt or other 
document
• INFORMAL cash payments (such as gratitude cash payments or under-the-table 
cash payments) without receiving a receipt or other document, or gifts in kind for 
receiving medical services.
OOP payments EXLCLUDE monthly payments for health insurance or payments that are 
later received back from state or health insurer. 
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(23) Did you receive maternal care in public or private sector?
1= Public 
2= Private
3= Mix of Public and Private
(8) Did you ever use your personal “connections” during pregnancy, childbirth or 
postnatal period to receive services of better quality or have faster access? 
YES/NO
  •  If answered with yes, please indicate what you used the connections for 
(multiple answers possible).
Timely/faster access to services
Extra services
Better attitude
To secure/improve quality of services
Other
(9) Did you have to pay for maternal care services OOP?
YES/NO
 a. How much did you spend OOP in total (official + informal payments) for maternal 
care services during pregnancy, childbirth and postnatal period?
Insert number:______
 b. What services did you pay for? (multiple answers possible)
Antenatal check-ups













 c.  Did your household experience a financial burden in order to pay for maternal 
care services? (e.g. had to TAKE or BORROW money from family, friends, bank, 
credit card)
YES/NO
 d.  Did you make informal payments (sometimes described as ‘under-the-table’ 
payments) or gave goods to healthcare providers for their services (in addition 
to any official fees)?   
  [Please choose only one option.]    
1=  Yes, frequently.
2= Sometimes/it depends on the services provided, or on the doctor.
3= No.
4= I do not know
(10) (Answer only if your answer was “1= Yes, frequently “or “2= Sometimes/it depends 
on the services provided, or on the doctor”): 
• FOR WHAT services did you pay?
• WHEN did you pay (before , after the service)?
• HOW did you pay(e.g. money, gifts)?
• WHAT was the reason for providing this payment/gift?
FOR WHAT: 
     Antenatal care
     Childbirth care
     Postnatal care








  In cash
  In kind (gifts)
______________________________________
WHY:
  As a gratitude
  To receive better attitude
  To receive better quality care




(11) During your pregnancy and postnatal period (up to 42 days after birth) how many 
times you DID NOT VISIT maternal care provider providing any of the necessary 
services, because you could not afford to pay either for the visit or for travel 
expenses?
Insert number:_________
Questions about approachability of antenatal, childbirth and postnatal care 
services.
Here we are going to discuss attitudes and communication from the side of maternal 
care provider. Access to an adequate maternal care might be hindered if there is a 
poor communication, attitude or even discrimination from the healthcare provider. It 
can result in social distance between healthcare provider and woman and in mistrust 
towards the healthcare provider.
(12) How satisfied were you with attitude from maternal care providers and with the way 





















 If answered with “4 = dissatisfied” or “5 = very dissatisfied, please indicate how was 
the attitude and communication you experiences (multiple answers possible)
Disrespectful/rude verbal communication
Unwilling/unable to provide answers on questions
No or little explanations and information provided
Negative attitude
Other
 e.  Did you feel like maternal care providers informed you sufficiently and tried to 




Questions about acceptability of antenatal, childbirth and postnatal care 
services.
Here we are going to discuss factors that might have influenced you to accept or refuse 
the need for maternal care services, such as health literacy, family traditions as well as 
culture and gender norms. It also refers to general awareness regarding the necessary 
care and the information distributed regarding services and treatments.
(13) Did you think it is important to receive maternal healthcare services during antenatal 




(14) How informed do you think you were about care in maternal period and about 








(15) What were your information sources about care in maternal period and about 





(16) Please indicate if there were any cultural, religious, gender relationship or family 
tradition reasons that were for you a reason why not to seek for/receive adequate 







Questions about general satisfaction of antenatal, childbirth and 
postnatal care services.
(17) Overall, were you satisfied with the services received during maternal period?
YES/NO






































































































































































































   


























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































   


























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































   























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































APPENDICES E – ADDITIONAL INFORMATION FOR 
CHAPTER 6
Appendix E1. Covariate balance sheet summary before and after 
matching using function “tebalance summarize” in SATAâ
1. How much did you pay into charitable funds?
2. How much did you pay at the cash desk?
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3. How much did you pay informally?
4. Did you pay informally?
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5. Were you requested to pay informally? 
6. Were you requested to pay into charitable funds?
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7. How much did you pay for medicines?




9. Was it difficult to cover the costs for diagnostics?
10. How much money did you need to borrow to cover all expenses? 
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11. How do you rate sanitary conditions? 
12. How do you rate access to diagnostic tests?
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13. How do you rate doctor qualification?


















15. How do you rate friendliness of nurses?
16. How do you rate treatment efficiency?
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This dissertation contributes to our knowledge on maternal care in Eastern Europe. 
Maternal health outcomes in this part of Europe are poorer than those in Western 
Europe. An important factor for good maternal health outcomes is access to adequate 
maternal care for all women, which is the focus of this dissertation. The motivation for 
this topic is the importance to obtain knowledge and insight into the different aspects 
of access to adequate maternal care in Eastern Europe, and the need for more evidence 
to support policies that intend to achieve better maternal health outcomes. Specifically, 
the dissertation aims to increase our understanding of access to adequate maternal care 
in Eastern Europe in terms of availability, affordability, appropriateness, approachability 
and acceptability of maternal care. 
To achieve this aim, this dissertation has reviewed the evidence in the published literature 
on this topic for Central and Eastern Europe. The dissertation has also provided evidence 
and comparison on the five aspects of access to maternal care based on the insights 
of mothers, decision makers and maternal care providers in several Eastern European 
countries where the MMR is relatively high, namely Bulgaria, Georgia, Latvia, Moldova 
and Romania. Furthermore, a study focusing on Ukraine has presented evidence on the 
affordability and appropriateness of inpatient maternal care in Ukraine by comparing 
inpatient maternal care users to inpatient non-maternal care users. The broad range of 
evidence provided in this dissertation, can facilitate evidence-informed decision-making 
in the area of maternal care in Eastern Europe. In view of this, the dissertation outlines 
and discusses key findings from the perspective of policy and research. It ends with 
concluding remarks on how to improve access to adequate maternal care in Eastern 
Europe. This dissertation has 7 Chapters summarised below. 
Chapter 1 outlines the scope of this dissertation as well as the key concepts. The Chapter 
also provides background information on maternal care in Eastern Europe with country 
examples, the study context, the conceptual model, the relevance of the research 
reported in the dissertation and the overall research approach as well as the central 
aim and research questions of the dissertation. As stated in the Chapter, the purpose 
of the dissertation is to increase our knowledge and understanding of the factors that 
contribute to barriers in accessing adequate maternal care in Eastern Europe. To do so, 
this dissertation assesses and identifies barriers to accessing adequate maternal care 
in Eastern Europe, which relate to the care for woman and her child during pregnancy, 
childbirth and the postnatal period. 
In view of the research aim, the central research question of the dissertation is: What 
are the barriers to accessing adequate maternal care in Eastern Europe? Since access 
to care is a complex concept, this dissertation formulates five sub-questions to evaluate 
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five aspects of access based on the framework presented in Levesque et al., 2013. Figure 
1.1. illustrates the operational definition of access to adequate maternal care applied in 
this dissertation.  The sub-questions enquire into barriers related to (1) availability, (2) 
affordability, (3) appropriateness, (4) approachability and (5) acceptability of maternal 
care in Eastern Europe. 
Figure 1.1: Conceptual framework on access to adequate maternal care; based on Levesque et al.  15
To answer the central research question and the sub-questions, the dissertation employs 
various quantitative and qualitative data collection and analysis methods. It includes a 
systematic literature review, qualitative data collection and analysis of in-depth interviews 
with healthcare providers and decision makers as well as focus-group discussions and 
online surveys with mothers. Quantitative methods are used to analyse online surveys 
with mothers as well as for the analysis of household surveys using matching technique. 
The Chapter concludes with an outline of the dissertation.
Chapter 2 presents the results of a systematic literature review on the barriers to 
accessing adequate maternal care in Eastern European countries in terms of all five 
aspects of access - availability, affordability, appropriateness, approachability and 
acceptability. It systematically reviews the empirical evidence on this topic from 2004 to 
2016. The search was limited to articles in English language. The literature search used 
five databases, starting with PubMed and being expanded to EBSCO HOST (CINAHL plus), 
Global Health, Popline, and EMBASE. The main keywords that were used for the article 
search were: maternal care, access and Central and Eastern Europe. These keywords 


















Figure 1.1: Conceptual framework on access to adequate maternal care; based on Levesque et al.15 
 
1.3. Maternal care provision in Eastern Europe 
This dissertation includes a systematic overview on access to adequate maternal care in Central and Eastern 
Europe. It then focusses on selected Eastern European countries where evidence o  this topic is absent and 
MMR exceeds the average of the WHO European Region. These countries are: Bulgaria, Georgia, Latvia, 
Moldova, Romania and Ukraine.  
 
Maternal care in Bulgari  
Bulgaria has a public-private healthcare financing system that includes compulsory social health insurance 
contributions, taxes, OOP payments, voluntary health insurance premiums, corporate payments, donations, 
and external funding.27 Despite an increase in total health expenditure as a share of gross domestic product 
(GDP), the health system is still inappropriately funded. Professional mobility has result  in a s ortage of 
healthcare workers. This, combined with a hortage of equipment, inhibits the provision of good quality 
maternal care in case of complications.28 Maternal care in Bulgaria is under-researched. However, studies 
generally suggest major shortcomings related to efficiency, quality and equity in healthcare provision.29 For all 
insured women, maternal care during pregnancy, childbirth and the postnatal period in Bulgaria is free-of-






- Geographical location & distribution 
- Human resources & healthcare services 
- Opening hours & waiting lists 
Acceptability 
- Health literacy 
- Acceptance of maternal healthcare 
- Personal values & gender norms 




- Attitudes on the provider 
side  
- Communication on the 
provider side 
Affordability 
- Ability to pay direct & indirect costs 
- Ability to pay formal & informal costs 
Appropriateness 
- Skills & knowledge of the provider 
- Adequate equipment & facilities 
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keywords were used in different variations and combinations. In total 21 articles were 
included for analysis. The included articles were analysed using a framework analysis 
technique and quality was assessed using standardised evaluation checklists. 
The results of this Chapter show improvements in maternal care in Central and Eastern 
Europe. However, the evidence indicates a variety of access-related problems. These 
include problems with reaching the healthcare facility due to distance, poor and 
derogative attitudes of providers of maternal care and waiting times. Furthermore, there 
is a lack of evidence-based care and in some instances, outdated equipment and lack of 
pharmaceuticals. In some CEE countries, access is limited because mothers are unaware 
of the importance of care and cultural aspects that discourage the utilisation of health 
services. Specifically, some population groups, such as Roma women in the Balkans, 
are not well accepted by healthcare providers and face discrimination that limits their 
access to care. However, a major barrier in accessing maternal care in the CEE region is 
the inability to pay for it. This widely prevalent financial barrier can be seen in formal as 
well as informal OOP payments.
This Chapter concludes that major gaps in evidence exist and that more representative 
and better-quality data should be collected. Governments in CEE countries need to 
establish a reliable system for measuring and monitoring a suitable set of indicators, as 
well as deal with the general social and economic problem of informality. To overcome 
the identified barriers, medical curricula in the CEE region need to be overhauled and 
there should be a focus on improving the allocation of medical staff and institutions as 
well as protecting vulnerable population groups to ensure universal access to care.
Chapter 3 of this dissertation is based on a single country qualitative study that presents 
the views of mothers, decision makers and healthcare providers on access to adequate 
maternal care in Georgia by evaluating the five aspects of access to maternal care - 
availability, affordability, appropriateness, approachability and acceptability. This is 
done by exploring the lived experiences of women and opinions of decision makers 
and maternal care providers on access to adequate maternal care in Georgia. Women 
shared their experiences during focus-group discussions in Georgian language, 
whereas decision makers and maternal care providers unfolded their views through 
semi-structured interviews in both, English and Georgian language. In total, 44 women 
participated in six focus-group discussions (two focus-groups in each of the three study-
settings). Each group consisted of women who had experienced their last childbirth 
within the preceding four years. Furthermore, five decision-makers and four healthcare 
professionals were interviewed. The decision-makers and healthcare professionals were 
selected through purposive and convenience sampling, based on their position and 




The results indicate problems with maternal care standards, inequalities across 
population groups and drawbacks in maternal care financing. More specifically, the 
problems in maternal care provision involve the lack of equipment, human resources and 
evidence-based treatment. Geographical distance is also problematic for rural and high-
mountain population groups due to care being concentrated in the capital city, weak 
transport infrastructure and high traveling costs. Despite improvements in the coverage 
of maternal care, affordability remains an access barrier. Poorer population groups are 
financially unprotected from the high OOP payments for maternal care services. In 
addition, Georgian women have to carefully select an available provider of care to avoid 
problems such as inadequate attitudes, poor clinical quality or appalling conditions 
at the maternal care institution. This can be challenging even for well-off and better 
informed and educated women, but even more so for women with fewer resources and 
provider options. Gaps in the knowledge and skills of health professionals, the low health 
literacy of women and the resulting communication problems may prevent women from 
receiving high-quality care, which may contribute to poor health outcomes.  
This Chapter concludes that the shortcoming in maternal care provision in Georgia 
related to maternal care standards, inequalities across population groups and maternal 
care financing may help to explain the high maternal mortality in the country and 
these shortcomings need to be addressed in future reforms. Micro-level indicators, 
such as disrespectful behaviour of health professionals, women’s trust in maternal 
care providers, care acceptability and affordability should be taken into account when 
assessing maternal care provision in Georgia. It should complement the existing macro-
level indicators for a comprehensive evaluation of maternal care.
Chapter 4 explores the barriers to access to adequate maternal care in Latvia. This was 
a mixed-method study based on an online survey containing open-ended and closed 
questions among women who gave birth in the preceding four years, as well as in-
depth interviews with healthcare providers and decision-makers. The stakeholders 
identified barriers to accessing adequate maternal care in Latvia with respect to all five 
aspects - availability, affordability, appropriateness, approachability and acceptability. 
In total, responses from 50 women, 7 healthcare professionals and 6 decision-makers 
were included in the analysis. Women participants were recruited through 48 Facebook 
“mommy” discussion groups that covered all five geographic regions of Latvia. The survey 
questions were structured around the five key aspects of access to adequate maternal 
care and women participants were asked to share their experience and views from their 
last pregnancy and childbirth. Questions on socio-demographic characteristics were 
also included. Interview participants were selected through purposive and convenience 
sampling, based on their position and relevance in the field of maternal care in Latvia. In 
addition to questions related to the five aspects of access to adequate care, questions 
on maternal death registration and maternal care guidelines were added to help further 
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explore the adequacy of maternal care. Data were collected and analysed using the 
method of directed qualitative content analysis in Latvian language and then translated 
into English language by a bilingual researcher.
Results indicate that women in Latvia find it important to receive adequate maternal care 
which includes appropriate provider attitudes and clinical quality. Assuring such care can 
be challenging even for well-off and better-informed women, but even more so for less 
informed women and women who cannot afford care in the private sector and whose 
choice is limited to publicly funded services. Additionally, results also show insufficient 
use of medical guidelines. Availability of care related to geographical distance can also 
be problematic to some extent in rural population groups and high-risk pregnancies, due 
to the urbanisation of care and the related time and traveling costs involved. In terms of 
human resources, the stakeholders mentioned an increasing shortage of maternal care 
providers, especially in rural areas and public inpatient care facilities. The stakeholders 
confirmed that affordability of maternal care is generally not a problem in Latvia. 
Affordability might become problematic when a woman during her maternal period 
requires care outside the maternal care sector. Nevertheless, there are clear inequities 
in being able to afford (maternal) care in the privately financed sector. Stakeholders also 
noted social problems and poor health literacy combined with lifestyle-related problems 
as factors affecting the maternal care-seeking behaviour. 
This Chapter concludes that there are access barriers related to availability (i.e. shortage 
of human resources, geographical distance) and appropriateness (i.e. inequalities in 
provider knowledge, care provision and use of clinical guidelines). Other challenges 
are related to providers’ approaches towards women (i.e. communication) and, to 
a lesser extent, maternal care acceptance by women (i.e. health literacy). Addressing 
these factors in future reforms could help to improve access to adequate maternal care. 
Although this study focuses on Latvia, it is relevant for data collection in other countries. 
The study results are also relevant for countries with similar contextual factors, such 
as many countries in Eastern Europe where maternal care problems might remain 
concealed by comparatively good macro-level indicators. In addition to already existing 
macro-level indicators, these micro-level indicators should be taken into account for 
a comprehensive evaluation of the provision of maternal care in Latvia and elsewhere. 
Chapter 5 reports on a cross-country quantitative study where women in Romania, 
Bulgaria and Moldova participated in an online survey and presented their experience 
with maternal care received in the three countries in terms of availability, affordability, 
appropriateness, approachability and acceptability of care. The study explores the 
association between access-related indicators and various demographic characteristics 
and health status. Survey data were collected through social media platform Facebook 
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“mommy” groups in the respective country languages. The online questionnaire 
consisted of closed questions which covered the general demographic characteristics 
of the respondents, information on their maternal health condition and their experience 
with maternal care during the last childbirth related to the five groups of access indicators. 
The questionnaire was developed in English and validated in the previous study in Latvia. 
Regression analysis in SPSS© was performed to identify factors associated with access to 
maternal care across the three countries. 
Results are based on 7345 responses of women in Romania (n=2018), Bulgaria (n=4951) 
and Moldova (n=376) who gave their last childbirth in 2014-2017. The results identify 
several shortcomings in the use of maternal care in these countries, including high 
rates of C-section births, low numbers of antenatal and postnatal care visits, existence 
of informal payments and use of personal connections to obtain desired care. Health 
complications during the maternal period and fewer antenatal care visits are significantly 
associated with barriers in the availability of adequate care in all three countries. Similarly, 
with regards to appropriateness, having health complications during the maternal period 
and fewer antenatal care visits, but also giving birth in a public facility, are significantly 
associated with lower user satisfaction with provider skills and maternal care facilities. 
Indicators related to the affordability of maternal care show that in all three countries 
having health complications during the maternal period are significantly associated 
with paying OOP, experiencing a financial burden, paying informally and using personal 
connections, while giving birth in a private facility is significantly associated to paying less 
informally and using fewer personal connections. Furthermore, giving C-section birth is 
significantly associated with facing a financial burden, all forms of OOP payments and 
using personal connections in Romania and Bulgaria. With respect to approachability, 
in all three countries women who had fewer health complications and a higher number 
of antenatal visits were more satisfied with the way providers approached them, while 
giving birth in a private facility increased the satisfaction during the postnatal period (i.e. 
attitude, communication and provision of information).
This Chapter concludes that the identified barriers relate to four of the five dimensions 
of access we examined: availability, appropriateness, approachability and affordability 
of care. These findings help to inform relevant maternal care stakeholders and stress 
the need for a range of measures to improve access to adequate maternal care in the 
three countries. This involves reducing the financial burden on women during the 
maternal period, especially for those having complications and giving C-section birth. 
Furthermore, there is a need for measures to address informalities in receiving maternal 
care, improve adequacy of postnatal care provision, increase the number antenatal 
and postnatal visits women receive, as well as to reduce the exceptionally high rates of 
C-section births in Romania and Bulgaria.
SUMMARY
226
Chapter 6 presents a quantitative study based on secondary data analysis using three 
waves of a national household survey in Ukraine, the “Health Index Ukraine” conducted 
in 2016-2018. It outlines the affordability and appropriateness of inpatient maternal 
care in Ukraine as experienced by maternal inpatient care users (cases) when compared 
to the experiences of non-maternal inpatient care users (controls). In total, 30,556 
respondents were interviewed over three years. Our study sample (adult women in 
reproductive age, 18-44 years, who were hospitalised in the prior 12 months), consisted 
of 1041 respondents; 369 in 2016, 359 in 2017 and 313 in 2018. These numbers include 
both users of maternal (cases) and non-maternal (controls) inpatient women. Matching 
methods were used to make the two groups comparable and the average treatment 
effect on the treated was calculated in STATAÒ to determine the differences in the 
affordability and appropriateness of inpatient care between the cases and controls. 
Five characteristics were used in the matching analysis: age group, type of settlement, 
education level, household financial status and hospitalisation urgency. We applied 
the nearest neighbour matching method, which minimises the distance between 
neighbours using Mahalanobis distance measurement. The average treatment effect on 
the treated was calculated between cases and controls after matching. To increase the 
statistical power, we also performed the ATT analysis on the pooled data, i.e. all three 
years combined. In the pooled data analysis, the matching of the cases and controls 
described above was extended to include an exact matching for the survey year. In all 
analyses, our study applied a statistical significance level of p<0.05.
Results show that maternal inpatient care users are more often requested and more likely 
to pay informally, and pay a higher amount than non-maternal care users. However, they 
face fewer difficulties to cover the costs of diagnostic tests and medicines. Inpatient care 
satisfaction is low in both groups, but maternal care users are more satisfied overall, 
specifically regarding treatment efficiency, sanitary conditions at facilities, access to 
diagnostic tests and qualifications of medical doctors. 
This Chapter concludes that the study findings provide important new empirical 
information to inform maternal care stakeholders in Ukraine in the context of ongoing 
health reforms. They highlight the need for a range of measures to improve quality and 
affordability of inpatient maternal care. This involves addressing informalities in receiving 
maternal care, reducing the financial burden on women during the maternal period as 
well as improving quality of care through the introduction of quality indicators and the 
monitoring of care provision.
Chapter 7 presents a general discussion of the key findings of this dissertation. The key 
findings are presented in the form of five statements: 
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Statement 1: The urbanisation of maternal care provision results in disparities in access 
to adequate maternal care within and between Eastern-European countries.
This dissertation confirms that geographical access to necessary maternal care services 
can be challenging in Eastern European countries because most of the facilities are 
concentrated in urban areas and because maternal care provision is fragmented. Policy 
solutions to increase mothers’ physical and financial access to necessary care in rural 
areas and to ensure a more unified quality of maternal care provision are required in order 
to overcome the challenges resulting from the growing phenomenon of urbanisation.
Statement 2: Informalities are a response to the presence of barriers to access to 
adequate maternal care.
This dissertation also shows that informalities are involved in maternal care provision 
in Eastern Europe and include the use of informal cash payments, gratitude gifts and 
personal connections. The informalities are a societal problem that have a negative effect 
on efficiency and equity in maternal care. In addition to economic and social–cultural 
measures, elimination of informal payments in maternal care requires governance 
measures, such as zero tolerance policies and punishment, as well as incentives (e.g. 
improved working conditions and salaries, ensured quality standards of services).
Statement 3: Out-of-pocket payments are burdensome in some Eastern European 
countries and limit access to adequate maternal care. 
Due to high OOP payments, maternal services become unaffordable for many women 
in Eastern Europe causing care interruption or delay. Governing bodies should regulate 
prices and ensure the quality of services in both, private and public, maternal care 
sectors. Additionally, policies that protect vulnerable population groups by exempting 
them from (co-)payments should be put in place to reduce the financial burden of 
accessing adequate maternal care. 
Statement 4: Securing maternal care by a provider with adequate attitude, knowledge 
and skills can be challenging in Eastern European countries. 
Quality and continuity of maternal care services is compromised in Eastern Europe. To 
secure care with adequate provider attention, knowledge and skills, women in Eastern 
Europe are ready to pay OOP payments and use personal connections. Since women 
attach a high value to the reputation and attitude of the maternal care provider, it 
indicates that priority should be given to investments in human resources. Furthermore, 




Statement 5: The low rates of antenatal and postnatal care visits and high rates of 
C-section births raise questions about the adequacy of maternal care provision in 
Eastern European countries. 
All five access-related barriers explored in this dissertation affect the observed low rates 
of antenatal and postnatal care visits and high rates of C-section births. There is a need 
for all providers and maternal care facilities to be reimbursed equally for vaginal and 
C-section birth. Women should be properly informed on the benefits and risks of a 
C-section and the benefits of the use of antenatal and postnatal care. Women should 
also be informed on the care services they are entitled to and the use of these services 
should be further promoted through (financial) incentives, such as sufficient coverage of 
care and the related indirect costs upon a timely initiation of the care.
To conclude, this dissertation has shown that, to achieve better maternal health outcomes 
in Eastern European countries, action is required to ensure access to adequate maternal 
care for all women. Given the complexity of this problem, intervening on the policy 
level alone is not sufficient. Even though many Eastern European countries experience 
a shortage of resources, this dissertation also provides evidence that a more efficient 
allocation of existing resources would help in overcoming the access barriers women 
face. Furthermore, although practices cannot be directly transferred from one country 
to another, building on good practices abroad could be an essential starting point for 




This dissertation contributes to our knowledge on maternal care in Eastern Europe. An 
important factor for good maternal health outcomes is ensuring access to adequate 
maternal care for all women, which is the focus of this dissertation.142 Maternal care 
is the care women receive by maternal care providers (e.g. midwives, gynaecologists) 
during the antenatal, birth and postnatal period.2 Adequate care means the extent to 
which care is safe, effective, timely, efficient, equitable and people-centred.12  The 
motivation for this topic is the importance to obtain knowledge on and insight into the 
different aspects of access to adequate maternal care in Eastern Europe and to address 
the need for more evidence to support policies that intend to achieve better maternal 
health outcomes. 
Maternal health is also an indicator of socio-economic circumstances and the 
functioning of a country’s health system. Although Eastern European health system 
indicators (e.g. the number of health workers or coverage of the population with publicly 
funded maternal care) suggest quite well-resourced maternal care systems, maternal 
and neonatal health outcomes compare poorly with those in Western Europe.10  The 
system-level indicators only partly indicate access to maternal care. They do not capture 
process-related indicators that contribute to accessing care: the distribution of facilities 
and services, their affordability, the appropriateness of care and its acceptance.4,11  If care 
is available and there is an adequate supply of services, then the opportunity to obtain 
healthcare exists. However, the extent to which a population gains access and utilises 
the services also depends on financial, organisational, social and cultural aspects that 
have to be considered in context.13,14  The available services must also be relevant, safe 
and effective if the population is to gain access to satisfactory health outcomes. The 
evidence on these matters in Eastern Europe is scattered to non-existent. Therefore, the 
dissertation aims to increase our understanding of access to adequate maternal care in 
Eastern Europe in terms of the availability, affordability, appropriateness, approachability 
and acceptability of maternal care. 
With regards to scientific impact, this dissertation helps to start filling the identified 
knowledge gap by identifying barriers to access to adequate maternal care services 
in the Eastern European region. To do so it includes a systematic overview on access 
to adequate maternal care in Eastern Europe. Furthermore, as successful public 
health interventions require taking account of the views of relevant stakeholders, 
this dissertation generates new empirical evidence and understanding of the existing 
barriers to accessing adequate maternal care services by exploring views from multiple 
stakeholders (mothers, maternal care providers, decision makers) in several countries. 
This approach also provides a more comprehensive picture on this subject matter. To 
do so, it then focusses on selected Eastern European countries where evidence on this 
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topic is absent and MMR exceeds the average of the WHO European region. These 
countries are: Bulgaria, Georgia, Latvia, Moldova, Romania and Ukraine. The findings of 
these studies are also relevant for other countries in the Eastern European region, due to 
the historical similarities in political and health systems. 
This dissertation has societal impact, as it is directed to the protection of mothers and 
their households from barriers accessing maternal care and the related poor health 
outcomes. More specifically, it has impact on policy implications and maternal care 
provision. The identified barriers provide policy makers and other relevant stakeholders 
with tools to further improve maternal health outcomes by addressing the barriers 
that limit access to and provision of adequate maternal care. The appropriate policy 
measures will not only enhance access to and adequacy of maternal care services, but 
they will also increase care satisfaction among women and will improve care-seeking 
behaviour in return. 
As explored by this dissertation, the concentration of maternal care facilities and 
care provision in urban areas has a negative effect on access to adequate maternal 
care services in Eastern Europe. Policy solutions to increase mothers’ physical and 
financial access to necessary care in rural areas and to ensure a more unified quality of 
maternal care provision are required in order to overcome the challenges of care being 
concentrated in urban areas. Such policy solutions should be country-specific, given the 
cross-country differences, but overall they could include financial protection of direct 
and indirect costs for maternal care among low income women in rural areas and an 
increased availability of adequate maternal care provision in rural areas.
Informal practices involved in maternal care provision in Eastern Europe have a negative 
effect on efficiency and equity in maternal care. Informalities are a societal problem, they 
become widespread and deeply rooted in the absence of adequate policy interventions. 
In addition to economic and socio–cultural measures, elimination of informal payments 
in maternal care requires governance measures, such as zero tolerance policies and 
punishment.154 Moreover, suitable regulations coupled with incentives (e.g. improved 
working conditions and salaries, ensured quality standards of services) may help to 
decrease the need for informalities in maternal care provision.153
Quality and continuity of maternal care services are also compromised in Eastern Europe. 
There is a need for better compliance with standards and protocols, improvements in 
medical education and for making maternal care guidelines mandatory. Governing 
bodies should also regulate prices and ensure quality of services in both, private and 
public, maternal care sectors. Additionally, policies that protect vulnerable population 
groups by exempting them from (co-) payments should be put in place to reduce the 
financial burden of accessing adequate maternal care. Lastly, all five access-related 
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barriers explored in this dissertation affect the low rates of antenatal and postnatal 
care visits and the high rates of C-sections. In order to address this complex problem, 
amendments in reimbursement policies for C-section and vaginal births in public and 
private hospitals have been found to be an effective policy tool.183,184 Furthermore, 
women should be informed properly on the benefits and risks of a C-section.183 With 
regards to the use of antenatal and postnatal care services, there is a need for more 
information and knowledge on the benefits of these services among women, as well 
as on the availability of the care services that women are entitled to. The use of these 
services should be further promoted through (financial) incentives, such as sufficient 
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